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ABSTRACT
A COMPARISON OF BOYS AND GIRLS DIAGNOSED WITH
OPPOSITIONAL DEFIANT DISORDER
IN A PUBLIC SCHOOL COUNSELING PROGRAM
FEBRUARY 2005
SARA R. MARSH, B.A., SAN FRANCISCO STATE UNIVERSITY
M.S.W., SMITH COLLEGE
Ed. D., UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor J. Kevin Nugent

In this study sixty-three treatment charts of boys and girls diagnosed
with oppositional defiant disorder are reviewed. These children were treated
in an urban, school-based counseling program during the 1997-1998 school
year. Specifics of treatment approach, treatment outcome, and the
environmental context of the referrals were examined.

Contextual risk

factors, referral reasons and treatment outcomes for boys and girls were
compared. Girls were found to have higher incidences of child abuse or
domestic violence in their families, and were referred for treatment due to
conflict with parents more often than boys were. Boys were found to have a
higher incidence of out-of-home placements or a recent change in housing
status. Frequency of other risk factors was similar for both boys and girls,
including incidence of parental divorce and single-parent family structure,
incidence of having a parent in jail and incidence of family substance abuse.
A relational approach to treatment was found to be successful for both boys
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and girls. Implications of the study and suggestions for further study are
discussed.
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CHAPTER I
DISRUPTIVE BEHAVIOR DISORDERS
Introduction
Disruptive behavior disorders in children can lead to a lifetime of social
dysfunction and poor adjustment (Kazdin, 1995). The consequences of these
behaviors affect the children that suffer the disorders as well as their peers, families
and society as a whole. Oppositional defiant disorder (ODD) and conduct disorder
(CD), the two disruptive behavior disorders, are predominant juvenile disorders seen
in mental health and community clinics (Frick, 1998, Kazdin, 1995). In the current
study these disorders accounted for 45% of the referrals from teachers and parents
for school-based counseling in an eastern urban public school setting.

Due to the

seriousness and prevalence of these disorders, it is useful to understand as much as
possible about their developmental pathways and presentations among girls and
boys in elementary school.
Developmental Theories and Disruptive Behavior Disorders
Oppositional Defiant Disorder and Conduct Disorder belong to a
developmental pathway which can grow into adult Antisocial Personality Disorder,
a disorder which is associated with a poor prognosis and serious, destructive
behaviors (Loeber, 1991, Silverthom, 1993). Given the high incidence of these
disorders among children and the seriousness of their potential outcomes,
researchers have studied to understand the etiology and developmental pathways of
disruptive behavior disorders. The best treatment approaches and key ages for
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preventive interventions have also been studied (Brestan, 1998, Loeber, 1997,
Storvoll, 2002), and will be discussed later.
Oppositional Defiant Disorder (ODD) and Conduct Disorder (CD) are the
disorders grouped as Disruptive Behavior Disorders in the Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV, 1994), of the American Psychiatric
Association. These syndromes are marked by recurrent patterns of negativistic,
defiant, disobedient and hostile behavior toward authority figures, causing social,
familial and academic impairment.

The DSM-IV diagnostic criteria for ODD and

CD are listed in Table 1.
Researchers and theorists have proposed that there is a relationship between
the two disorders that is hierarchical and for some children, sequential, with ODD
symptoms considered less serious and developing into the more destructive
symptoms and behaviors of CD. Not all children follow this developmental
pathway, and understanding what interventions or risk factors might prevent or
predict the continuation and worsening of these antisocial behaviors has been the
topic of much research (Brestan & Eyeberg, 1998, Burke, et al., 2002, Loeber, et al.,
1997, 1998, 2000, Silverthom & Frick, 1999).
This study is done in the larger context of research on related to child
development. The Committee on Integrating the Science of Early Childhood
Development (of the National Research Council and Institute of Medicine) has
articulated several core concepts for framing child development (Shonkoff &
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Phillips, 2000).

Some of the core concepts they cite which apply to the current

study include:
• The growth of self-regulation is a cornerstone of early childhood
development that cuts across all domains of behavior.
• Human relationships, and the effects of relationships on
relationships, are the building blocks of healthy development.
• Human development is shaped by the ongoing interplay among
sources of vulnerability and sources of resilience.
• The timing of early experiences can matter, but, more often than
not, the developing child remains vulnerable to risks and open to
protective influences throughout the early years of life into
adulthood.
• The course of development can be altered in early childhood by
effective interventions that change the balance between risk and
protection, thereby shifting the odds in favor of more adaptive
outcomes.
(From Neurons to Neighborhoods, Shonkoff & Phillips, eds., 2000, p. 4) The
current study evaluates the success of children struggling to regulate oppositional
behaviors.

The protective factor of a therapeutic relationship with a school-based

counselor is evaluated by considering the treatment process and outcomes.

Various

risk factors present in the environment are considered as the children strive to
succeed in their relationships with teachers, peers and family members. The study is
designed with the underlying assumption that providing school-based counseling for
children with behavior problems will enhance their adaptive outcomes.
Risk factors associated with the diagnosis of disruptive behavior disorders
include inadequate and abusive parenting (Fricke, 1994, Fergusson, 1996), peer

3

rejection (Coie & Jacobs, 1993) and high levels of daily stressors (Mathijssen,
1999). Low socioeconomic status has also been positively correlated with this
diagnosis (McLoyd, 1998).
Gender Differences and Disruptive Behavior Disorders
In recent years researchers have focused on the possible differences between
boys and girls in the development of disruptive behavior disorders. Epidemiological
studies have revealed an interesting pattern of prevalence of the disruptive behavior
disorders for boys and girls.

While similar numbers of boys and girls have conduct

problem behaviors during their pre-school and adolescent years, girls are diagnosed
much less frequently with the Conduct Disorder diagnosis during their elementary
school-aged years than are boys. (Keenan, 1997, Zoccolillo, 1993). The question of
why this gap in diagnosed cases of conduct disorder exists for school-aged girls has
been explored and developmental theories of delayed-onset of CD for girls
(Silverthom, 1999) as well as questions about the need for different diagnostic
criteria for girls (Zoccolillo, 1993, Lahey, 2000, Lumley, 2002).
The prevalence rates of disruptive behavior disorders vary among children
depending upon age and gender and definition of disorder.

In a community based

study of 975 10 to 21 year old children, Cohen, et al. (1993) found ODD diagnosed
among 10-13 year old boys at the rate of 14.2% compared to 10.4% for girls
(statistically significant difference, p < .01). The CD diagnostic percentages for the
same ages were 16% for the boys and 3.8% for the girls, (p < .01)
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Freehan’s group in New Zealand (1994) found a similar profile, with different
rates of prevalence in a study of 930 11-18 year olds. Eleven year old boys

Table 1: DSM-IV Diagnostic Criteria for Oppositional Defiant Disorder and
Conduct Disorder

DSM-IV Criteria for Oppositional Defiant Disorder
A. A pattern of negativistic, hostile and defiant behavior lasting at least 6 months,
during which four (or more) of the following are present:
1.
2.
3.
4.
5.
6.
7.
8.

Often loses temper
Often argues with adults
Often actively defies or refuses to comply with adults’ requests or rules
Often deliberately annoys people
Often blames others for his or her mistakes or misbehavior
Is often touchy or easily annoyed by others
Is often angry and resentful
Is often spiteful or vindictive

DSM-IV Criteria for Conduct Disorder
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.

Often bullies, threatens or intimidates others
Often initiates physical fights
Has used a weapon
Has been physically cruel to people
Has been physically cruel to animals
Has stolen while confronting a victim
Has forced someone into sexual activity
Has deliberately engaged in fire setting
Has deliberately destroyed others’ property
Has broken into someone else’s house, building or car
Often lies to con others
Has stolen items of nontrivial value without confronting the victim
Often out late without permission, starting before age 13
Has run away from home overnight at least twice
Often truant from school, before age 13
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were diagnosed with ODD in 3.6% of the cases, while girls received the ODD
diagnosis in 2.1% of the cases. The CD diagnoses for this same group were 2.6%
for the boys and .8% for the girls. Both the Cohen study and the Freehan study used
the Diagnostic Interview Schedule for Children (Shaffer, 1996) to derive their data.
Based on these epidemiological data the prevalence of the ODD diagnosis
does not seem to decrease for girls during the elementary school years, while the
incidence of CD drops off significantly for girls during this same time period.
During adolescence, girls’ are again diagnosed with higher rates of CD. Since the
disorders of ODD and CD appear to be developmentally related, it is strange that
CD symptoms seem to disappear for girls during the ages of 6-12, only to re-emerge
again during adolescence. By considering gender differences in the behavioral
presentation of ODD for this age group we may discover important missing links in
understanding the developmental pathway of disruptive behaviors for girls. The
current study examines a group of elementary school aged boys and girls diagnosed
with ODD to consider if there are between group differences related to risk factors,
behaviors or treatment outcome. The possibility that there are particular symptoms
or risk factors that are unique to the girls in this group is also explored.
Disruptive Behavior Disorders Among African American Children
Behavior disorders are the mental health diagnoses associated with
delinquent behaviors in children and criminal activities in adults, by definition. Low
socioeconomic status and violent neighborhood contexts have been positively
correlated with a higher incidence of behavior diagnosis among children (Loeber,
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1995, 2002).

Since African-American children are more likely to live in poverty

than Caucasian children (Edelman, 1985, McLoyd, 1990), it follows that
understanding the cultural issues among different racial communities would be
important in diagnosing and treating children with disruptive behavioral disorders.
Clinicians have proposed important considerations when working with AfricanAmerican families (McNeil, 2002). Unfortunately, most clinical research on
conduct problems in children has been done using samples that are predominantly or
solely made up of middle class, Caucasian boys (Brestan, 1998, Casimir, 1993).
The Current Study
In the current study the sample consists of a group of lower socioeconomic
status boys and girls, aged 5-12 who have received a behavior disorder diagnosis of
Oppositional Defiant Disorder. The majority of this sample is African American
(76%). The prevalence of this disorder among this clinical sample is comparable to
epidemiological study percentages for this disorder. Risk factors, symptoms and
behaviors, and treatment outcomes are compared for differences between boy and
girl groups. This study is useful in the context of current research and theory
development because it can contribute information on how risk factors correlate
with disruptive behaviors and treatment outcomes in a sample of low-income,
predominantly African-American children. The subset of girls with ODD and their
behaviors, risk factors and treatment processes can also be considered in light of
some of the developmental theories and differential diagnostic elements that have
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been proposed as improvements for understanding behavior disorders in latency
aged girls.
The specific purpose of this research is to consider boys and girls diagnosed
with ODD during the elementary school years as part of the larger developmental
picture of behavior disorders. Since girls are typically not diagnosed with conduct
disorder until adolescence, we believe there may be important developmental
precursors of girls’ antisocial behavior found among girls diagnosed with ODD
during elementary school. We predict that the girls in this study will have
significantly higher levels of family dysfunction than boys in this same group, and
have substantially different reasons for referral for treatment. We also predict that
relational therapy will be most successful in working with this population, as this
approach can offer a positive relationship as a protective factor as cited by Shonkoff
& Phillips (2002).

By conducting this research we hope to enrich the information

available for successful treatment and outreach to children with disruptive behavior
disorders.
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CHAPTER II
LITERATURE REVIEW
Literature relevant to this study includes four areas. The first area is research
related to the prevalence and seriousness of the behavioral disorders in childhood.
The second area proposes developmental theories of disruptive behavior. The third
area of research is related to behavior disorders as they are understood in the context
of gender presentation. The fourth area of literature is research which addresses
how mental health treatment in general, and behavior disorder treatment in
particular, is understood when working with a primarily African American
population. A spectrum of treatment options that exist for this disorder will also be
described.
Prevalence and Seriousness of Disruptive Behavior Disorders
McDermott (1996) reviewed a national sample in the United States (n =
1400) designed to represent the population of all non-institutionalized 5-17 year old
children, stratified by age, sex, ethnicity, parent education, family structure, national
region, community size and handicapping condition, as dictated by the 1988-1990
US Census.

Data on psychopathology were gathered from teachers using the

Adjustment Scales for Children and Adolescents (ASCA; McDermott, Marston, &
Stott, 1993). The results showed no significant differences between the prevalence
rate of oppositional defiant behaviors for boys and girls. Girl’s ODD prevalence
rate for the 5-8 age group was 23.3% compared to 36.6% for boys. For the 9-11 age
groups the girls percentage of prevalence was 27.7% compared to 24.4% for the
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boys. Comparing the gender groups within the group of children diagnosed with
ODD, the boys had a significantly larger percentage of ODD diagnoses in the 5-8
age group (p < .01), but there was no significant difference in prevalence of the
ODD diagnosis between the boys and girls for the group aged 9-11.
Williams (1989) obtained self-report data from 792 11 year old children
using the Diagnostic Interview Schedule for Children (DISC, 1996) in New Zealand.
These children were part of a large cohort longitudinal study of children bom in
Dunedin between 1972 and 1973. These children were considered advantaged in
terms of their socioeconomic status, and European in descent. In considering the
oppositional subscale of this interview there were no significant differences between
the boys and girls for this disorder in this study, (p < .05). Prevalence rates of
specific disorders were not discussed in the results, but a significant correlation was
found, only for girls, between family adversity and a diagnosis of conduct or
oppositional disorder.
Bird, et al. (1989) studied 2,064 households in an island-wide study of
Puerto Rican children aged 4-16.

This study used information gathered from

parents and teachers on the Achenbach Child Behavior Check List (Achenbach &
Edelbrook, 1983). The data for oppositional disorder showed no significant
difference in the prevalence of ODD for boys and girls.

ODD was the second most

common mental health disorder diagnosed among this sample, after simple phobia.
This study also correlated several risk factors with the diagnosed disorders and
found that lower socioeconomic status, academic problems, marital disharmony, and
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number of stressful life events were significantly correlated (p < .01) with the
diagnosis of oppositional defiant disorder.
Offord, et al. (1996) studied parent and teacher informants for 1,134 6 to 16
year olds, using the Achenbach Child Behavior Check List (Achenbach &
Edelbrook, 1983) and compared these findings to structured interviews of a random
subsample, (n = 251). They found that rates of Oppositional Defiant Disorder
diagnosis varied depending upon whether the parent or the teacher was the
informant.

Parents and teachers identified different children for this disorder and

represented different perspectives on other variables. Parents identified children as
oppositional most often when there was a depressed parent in the home and
dysfunctional family dynamics. Teachers identified children as oppositional more
often when they were boys living in poor families. The authors argue that clinician
diagnosis which includes input from parents and teachers will likely be most
accurate and include more detail related to etiological and contextual circumstances.
The community based, epidemiological studies which examine the
prevalence of CD differ dramatically from the studies of ODD prevalence among
children. Loeber (2000) reviewed 7 studies in a ten year retrospective on ODD and
CD and found prevalence rates of the diagnosis of CD higher for boys compared to
girls by a ratio ranging from 3:1 to 4:1, depending on the study. (Loeber, 2000, p.
1474). Unfortunately, only one of these studies (Offord, 1987) included boys and

girls younger than age 11.

In many of these studies, there is little difference
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between the incidence of behavior disorder diagnosis for adolescent boys compared
to adolescent girls.
Pennington (2002) describes prevalence rates of the CD diagnosis as being
higher in urban areas and repeats the 3:1 ratio of higher male prevalence for this
diagnosis. He does not, however, address the differences in prevalence across the
age span of childhood.
Lahey, et al. (2000) surveyed 1,285 youth aged 9-17. These participants
were drawn from four urban areas of the United States and the median income level
of these families was above the median for the area. Interviewers used the Mental
Health Diagnostic Interview Scale for children (DISC: Shaffer, 1996) and
interviewed one child and one adult caretaker from each family. This study found
no significant difference in the prevalence of ODD between boys and girls, but
found that for both gender groups ODD behaviors decreased with age. In contrast,
aggressive behaviors increased with age, especially for boys.
Many of these large epidemiological studies rely on short checklist forms
(Achenbach’s CBCL) and self-report interviews. Consequently, the data is not
evaluated as objectively or rigorously as other data in more controlled research
designs. However, the size of the samples and the consistency of the findings across
the many studies offer a useful foundation for understanding the prevalence of
behavior disorders in the general population.
There are many interesting questions these epidemiological, non-clinical
sample studies raise for the current study. The methods used in many of these
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epidemiological studies are not designed to discover refined details of problem
behaviors, but the large samples and wide use of such tools as the Achenbach Child
Behavior Check List offer some general impressions of the incidence of oppositional
behaviors among non-clinical samples.

Self report studies and scales such as the

Achenbach scales are not tied specifically to all the DSM diagnostic criteria, but
they do help to inform our understanding of oppositional behavior incidence in the
non-clinical population at large. The general trend they describe is that while ODD
symptoms remain steady during the elementary school years for both boys and girls,
more aggressive destructive behavior, as exemplified in the CD diagnosis, is present
for more boys than girls. However, at the advent of adolescence, girls and boys have
nearly equal prevalence rates of CD.

(Silverthom, 1999). The developmental and

gender-based foundation of this pattern are important to understand.
Another way to consider prevalence of behavior disorders is to look at the
clinical referrals made to mental health and community clinics. Frick (1998) and
Kazdin (1995) both report that the behavior disorders of ODD and CD are the
predominant juvenile disorders referred to clinics for mental health support. Robins
(1986) reports an increase in the prevalence of conduct disorder among children
over time. In the current study, ODD and CD diagnoses account for 45% of all the
referrals seen during the year among elementary students referred for counseling
from 13 public schools in an eastern urban area. (N = 300)
Zoccolillo and Rogers (1991) used a structured interview; the Diagnostic
Interview Schedule (DISC, Costello, 1987) with 55 adolescent girls who were
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hospitalized with a conduct disorder diagnosis. The majority of the sample had comorbid anxiety or depressive symptoms. This group was reevaluated 2 to 4 years
later. Highlighting the seriousness of conduct disorder problems, and commonly
concurrent anxiety and depressive problems, the results of the reevaluation included
many distressing outcomes.

Six percent of the sample had died a violent death (n =

3), the majority had dropped out of school or were expelled (n = 29), one-third were
pregnant before the age of 17 (n = 16), half had multiple arrests (n = 25), half had
runaway from a caretaker (n = 24), and many suffered traumatic injuries. This
sample was from a southwest area of the United States and was comprised of
Caucasian women with middle to upper socioeconomic backgrounds. The authors
argue that the co-morbid diagnoses are not confounding, but rather typical of
antisocial personality configurations and part of the typical syndrome. They
conclude that it is key to recognize and diagnose this population with more skill and
strive to improve treatment efficacy, given the dire outcomes potential for this
population.
Dorothy Lewis, et al. (1991) conducted a follow-up study of twenty-one
female delinquents who were given psychiatric evaluations when they were in a
juvenile correction facility. At the time of the original evaluation the mean age of
the girls was 14.9 years (Lewis, 1982). Eighteen of the girls were white, three were
identified as “minority”.

The evaluation they received included an interview

focused on abuse history and testing designed to reveal neurological impairment.
The study did not attempt to give diagnoses to the girls but described symptoms and

14

contrasted them with a matched group of delinquent boys. The girls were also
categorized as “more violent” (n = 10) and “less violent” (n = 11) within the sample.
It is not clear what the criteria were for these violence categories, but the ratings
were based on data related to behaviors and offenses.

Limitations of this study

include the vagueness of the way the sample was categorized, and the reliance on
one source of self-report data in evaluating the girls. Interviews with family
members and others in the girls’ communities would have enhanced the robustness
of the findings. Also utilizing a standardized measure for evaluation would have
increased the reliability and validity of the findings.
Results of this study included few differences between the boys and girls
interviewed and tested. Both groups had similar rates of psychiatric symptoms
(paranoia, hallucinations, illogical thought processes) and similarly high levels of
minor neurological abnormalities.

There were qualitative differences in the violent

behaviors expressed by the boys compared to the girls, with the boys being more
likely to do permanent physical damage to someone and to use lethal weapons. The
most violent girls had a history of assaults and property damage. The most violent
boys had committed murder and had beaten or assaulted peers to a point of
permanent damage.

Both groups had high levels of family abuse history, with no

statistical differences between the groups on this risk factor. Girls did have
statistically higher out-of-home placement histories than boys
(2.059 vs. .0625, t = 4.145, p < .00). Based on these findings the researchers
challenged bias in how women with antisocial behaviors are perceived and treated.
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Based on referral rates to the study, white women appeared to be seen as more likely
to be suffering from psychopathology than white men or black women with the same
behaviors. They noted that while this study consisted of a majority of white women
who had been referred for psychiatric evaluations, white women in the facility
population only consisted of 30% overall. The authors questioned why more black
women weren’t seen as suffering from psychopathology as well. They argue that
there are race and sex biases that exist in the diagnosis and treatment of adolescent
delinquents. This study offers important cautions about gender and race bias in
treatment and research which have relevance for the current discussion.
Seven years later, when the girls sampled had the mean age of 22.5 years,
the state police and FBI records for the same group of females and males were
reviewed for acts of aggressive criminality. Violent crimes were defined as murder,
attempted murder, kidnapping, sexual assault and robbery with weapons or with
physical assault.

Additionally, the female sample, or members of their family, were

interviewed for follow-up information including histories of job employment,
interpersonal relationships, medical and psychiatric treatment, and childhood sexual
and physical abuse. The findings for the women included no significant correlation
between early bio-psycho-social variables and adult criminality, while significant
correlations were found for these variables with the males’ criminal behaviors. Only
15 (71%) of the women had arrest records of any kind, compared to 20 (95%) of the
matched men.

Of the women who were arrested, their crimes fell into the theft and

assault categories, predominantly, while the men’s crimes were more violent.
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While adolescent delinquency did not predict criminal behavior among the
women, it did predict serious impairment among the adult women including, high
mortality rates (two deaths, one from suicide, one from AIDs), and high rates of
suicidality, alcoholism (n = 15), drug addiction (n = 15), violent relationships
(n = 13) and inability to care for their children. Out of 15 of the women who had
children, 12 had indicators of current child abuse, and 8 mothers had given up
custody of children. Childhood sexual abuse history rates were found to be high for
this sample at 48% compared to 12% in the general population.
Comparisons of Lewis’s work and the current study are limited due to the
different methods used to identify the sample.

Lewis’s sample that is defined by

their inclusion in the juvenile justice system maybe significantly different than a
younger, school-based population of oppositional children. However, this work can
inform the current study as it considers older youth with behaviors consistent with
the developmental trajectory of untreated behavior disorders.
Questions arise from this study, in relation to the current study, as to where
these girls were during their elementary school-aged years, what were their
behaviors or symptoms then, and could early intervention have prevented any of the
dire outcomes seen during their troubled young adulthoods. There was little
information in this study about the childhood environment or experiences of these
women, and it is thus difficult to draw clear conclusions about the cause of such dire
outcomes. The findings here are relevant to the question of the seriousness of the
diagnosis and it’s potential behavioral outcomes.
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Fergusson, et al. (1996) interviewed 106 participants who were members of a
large (n = 1,265) longitudinal study of a cohort of children bom in one New Zealand
city. These children were evaluated annually between birth and age 16 and then
interviewed at age 18. The 106 interviewed in this study were youth who reported
childhood sexual abuse prior to the age of 16 during the interviews at age 18. Of
this group the majority were girls (17.3% of the female cohort group, 3.4% of the
male cohort group). This group was then evaluated for a variety of mental health
diagnoses based on interview schedules including the Composite International
Diagnostic Interview and the Self-Report Delinquency Instrument. Results of these
interviews found significant correlations between childhood sexual abuse and
conduct disorder (p < .001). Unfortunately, the group was not analyzed for the
possible differences by gender of this diagnosis. Of the entire sample who had been
sexually abused, 43% had conduct disorder symptomatology.
Mathijssen (1999) evaluated 223 families that were referred to one of three
outpatient mental health clinics in Holland. The researchers used the Achenbach
Child Behavior Check List (Achenbach & Edelbrook, 1983) at 6 month periods over
the course of a year to determine change in problem behaviors of children in the
sample aged 6-16. The results showed that stressful life events were the only
significant predictor of change in behavior over time, (p < .01).
Bird, et al. (1993) analyzed data from the Puerto Rico Child Psychiatry
Epidemiology Study using clinical interviews and computer algorithm scoring of the
interviews. Clinicians interviewed 222 children aged 4-16 who were screened in as
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having some level of dysfunction using the Diagnostic Interview Schedule for
Children (DISC) (Costello, et al., 1987). Structured clinical interviews with the
children were compared to computerized aggregations of parent and child informant
data using the Achenbach Child Behavior Checklist (Achenbach, et al., 1983).
There was significant congruence of the diagnoses by the clinicians and the
computerized aggregates. Results showed that Oppositional Defiant Disorder was
frequently co-morbid with depression (6.3%, p < .001), and with anxiety (7.9%, p <
.001) and attention deficit disorder (8.7%,p < .001). The researchers were unclear
as to whether ODD was secondary to the other mental health diagnoses or vice
versa. Co-morbidity was discussed as an indicator of more problematic outcomes
and prognoses for these children.
These studies of prevalence and seriousness of symptoms and outcomes of
disruptive behavior disorders underscore the need for research to help understand
the developmental pathways for these disorders and to develop effective ways to
intervene and prevent destructive outcomes. As will be reviewed below, many
researchers have noted that some, but not all, behavior problems remain stable
through childhood and into adulthood. Loeber (1990) has argued that while
symptoms and behaviors change over time, for many children disruptive behaviors
will develop into adult antisocial behaviors. Understanding which symptoms or
conditions determine which children are at risk to develop worsening behaviors is a
key task of research in this area.
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Developmental Theories
Moffitt (1993) proposed a two sub-type theory for childhood conduct
disorder. He presented this concept as a way to understand the stability of life-long
antisocial behaviors with the spike in epidemiological prevalence in late
adolescence. He hypothesized that there were actually two distinct categories of the
disorder; one which has an early-age onset and often lasts for a lifetime of antisocial
behavior, and a second which begins and ends in mid to late adolescence. He saw
the second category as springing from normative adolescent limit-testing gone to
extremes, while the childhood onset pattern was founded in childhood problems,
including discipline and academic problems, in combination with
“neuropsychological problems”. (Moffitt, p. 694) Moffitt argues that accurate
initial diagnosis and differential intervention for these two types will enhance
successes in addressing antisocial behaviors in children.
Moffitt sites data to support this theory from a longitudinal study of 457
males in a birth cohort studied from age 3 to 18 years in New Zealand. The sample
was assessed every 2 years with a diverse battery of psychological and sociological
tests. Data were drawn from parent reports, teacher reports, self-reports, clinical
evaluations and criminal records. Results included support for the theory that there
are two sub-groups of boys exhibiting CD behaviors. The late-onset boys had less
pathology in their clinical tests, less serious behaviors and more “recovery” from
their behaviors. The early onset group was twice as likely to drop out of school.
While there were limitations to this study stemming from the age of assessment
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(boys were assessed at age 18, an age which included peaks of problem behaviors
for both groups) there still were important differences between the two groups based
on different childhood histories of disruptive behaviors.
Hinshaw, et al. (1993) argues for the same two-category understanding of the
development of conduct disorder, and specifically includes oppositional behaviors in
the early years as a precursor, developmentally, to later conduct problems.
(Hinshaw, p. 38) In his discussion he sees the change over time from
oppositional/stubbom behaviors to more aggressive, problematic conduct problems
as occurring between ages 6 and 12.
The two subtypes of CD proposed by Hinshaw, et al, (1993) and Moffit
(1993) of childhood and adolescent onset, have been widely accepted and are
currently used in the DSM-IV sub-typing nomenclature for CD. As the names
imply, they represent children who are identified with antisocial traits in childhood
(childhood onset) and typically are at higher risk for long term problems, (Loeber,
1991) and children who do not develop antisocial behaviors until adolescence
(adolescent onset). The children who develop symptoms in adolescence seem to
have a more transient pathway with these behaviors and are more likely to stop them
before adulthood, according to this theory.
Rolf Loeber has studied the stability of antisocial behaviors over time.
(Loeber 1982, 1985, 1988) He has proposed a developmental model of antisocial
behavior that includes three pathways which he calls “Overt, Covert and Authority
Conflict”. He has found the pathways to overlap in some children, and finds the
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different pathways useful in tracking the development of violent, anti-social
behaviors.(Loeber 1991, 1993, 1997, 1998). He notes:
antisocial behavior seems to develop in an orderly manner with
different manifestations overtime, (p. 393, 1991)
In his article on behavior disorder stability (1982) he reviews several longitudinal
studies which are based on behavior instead of psychiatric diagnosis. Loeber
emphasizes the importance of recognizing the precursors of antisocial behavior and
intervening with young children when their behavior is more open to influence in
order to more effectively treat and prevent adolescent and adult antisocial behaviors.
He also recognizes the complexity and likely multiple causes which lead to these
childhood problems, including family dysfunction, environmental elements, and
biological contributions. His theory of the development of behavior disorders
following a predictable and orderly progression over time, from less destructive
behaviors to increasingly more destructive behaviors, affords many points of
intervention along the life path for treatment of these behaviors.
Loeber’s work is based on studies of boys and men. He uses
epidemiological evidence on the diagnosis of CD to support the idea that most girls
don’t develop antisocial behaviors until adolescence. (Zoccolillo, 1993). He also
notes that women seem to express antisocial behavior more often with covert
behaviors which are indirect compared to physical aggression (Crick, 1995,
Tremblay, et al. 1996). He does not, however, explain why girls have diagnosed
behavior disorders during the preschool years and then again at adolescence and in
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adulthood, but are not diagnosed with antisocial behaviors during the elementary
school years.
In his developmental model for boys, Loeber’s Authority Conflict pathway
includes the following sequential behaviors over time: (onset before age 12)
Stubborn behavior; Defiance/Disobedience, Authority avoidance (truancy, running
away, staying out late). (Loeber, 1998, pg. 248) He proposes that this pathway
begins in elementary school and proceeds through adolescence, with the possibility
of becoming combined with the overt (physical violence) or covert (property
destruction or stealing) pathways. It is easy to imagine, using DSM-IV diagnostic
categories (Table 1), how children in elementary school exhibiting “defiance and
disobedience” would be diagnosed with ODD.
In discussing gender differences Loeber considers adult comorbidity and
poor outcomes. While men are the majority of adults diagnosed with antisocial
behaviors, women, with the lower prevalence rate, tend to be more seriously
affected. (Loeber & Keenan, 1994). Once girls are identified with CD traits they
are at a substantially higher risk of developing other serious outcomes than are
equivalent men. (Bird, et al. 1993). The question again arises whether the girls
captured by our current diagnostic structure and treated for disruptive behavior
disorders represent only the worst, most deviant cases of these behaviors for girls,
and if so why. Are there clinical biases in the way we see young girls with
oppositional behaviors? By comparing the circumstances and behaviors of boys
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and girls who are diagnosed with ODD we may be able to shed some light on this
question.
In a study which developed the 3 pathway model of development, Loeber,
Keenan & Quanwu (1997) studied boys (n - 1,014) in the Pittsburg area in a
randomly selected longitudinal study which tracked the development of conduct
problems. They hypothesized the three-path theory of conduct problems for boys,
including an authority conflict pathway (starts before adolescence), a covert pathway
(criminal behavior that increases in seriousness over time), and an overt pathway
(emphasis on physical aggression and fighting). The boys they studied were in first,
fourth and seventh grades. The pathway analysis and theory development is based
on the two older groups of boys, due to the lack of serious problem behaviors in the
youngest group. They used the Diagnostic Schedule for Children (DISC) (Costello,
et al., 1984) and the Achenbach Child Behavior Checklist (Achenbach & Edelbrock,
1983) to gather their data. Their findings suggest that while there are some boys
who experiment with the pathways, and then desist in exhibiting antisocial
behaviors, there is another group of boys who persist in these behaviors and along
these pathways. Children who exhibited disruptive behavior disorders at earlier
ages were significantly more likely to persist in the pathways, (p < .001) Again, the
importance of diagnosing and intervening with youth at younger ages is clear.
In earlier work on risk factors for juvenile antisocial behavior, Loeber
(1990) specifically lists oppositional behavior as a developmental risk factor and a
key point for intervention. (Loeber, 1990, pg. 7). In later models of this theory,
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oppositional behavior is incorporated as a step along the pathway towards worsening
antisocial behaviors. Whether seen as a risk factor or a stage of development, this
theory implies a key role for interventions with children diagnosed with ODD in
treating potential long-term antisocial behaviors.
While including ODD on a pathway of antisocial behavior development is
helpful in placing this diagnosis in a larger context, there remains a discrepancy
between the prevalence of the CD diagnosis among boys and girls during elementary
school years. Studies still report the incidence of CD among girls as nearly non¬
existent during these years and then there is a sudden jump in prevalence for girls,
nearly equaling that of boys, during adolescence. How are we to understand
these data?
Silverthom and Frick (1999) address this discrepancy by proposing a third
pathway for girls called “delayed onset”. They note that the risk factors correlated
with girls who are diagnosed with CD in adolescence are similar to the risk factors
for the early onset group of boys (ie. dysfunctional family, callous interpersonal
style), but different from the boys with adolescent onset of CD (less serious
behaviors and prognosis). While the adolescent onset boys are seen to be extremes
of a normative level of rebellion, and thus less seriously impaired and less likely to
have longstanding problems with antisocial behaviors, the girls’ long term pictures
are different. Girls with adolescent onset of antisocial problems often have dire
outcomes. These authors propose that the delayed-onset pathway for girls rests on
the assumption that childhood risk factors exist for girls during elementary school
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years, but for some reason are not expressed in their behavior until adolescence.
They note:
many of the putative pathogenic mechanisms that contribute to the
development of antisocial behavior in girls, such as cognitive and
neuropsychological deficits, a dysfunctional family environment, and/or the
presence of callous and unemotional interpersonal style, may be present in
childhood, but they do not lead to severe and overt antisocial behavior until
adolescence. (Silverthom & Frick, 1999, pg.101).
This model accounts for the gender discrepancies in the prevalence literature for the
CD diagnosis, but does not explain the developmental process for girls who are
coping with the same risk factors as boys during the pre-adolescent years, but are not
being diagnosed with conduct disorder.

Perhaps some of these girls are receiving

the ODD diagnosis during latency age, though not as often as the epidemiological
studies would lead one to expect. In the current study boys are diagnosed more
often with ODD during elementary school by a ratio of about 2:1 (N= 43/20). By
considering the specific behaviors and risk factors of elementary school-aged girls
diagnosed with ODD, we may be able to address questions related to the
developmental pathway of antisocial behaviors for girls during this age period.
Additionally, by considering the specific behaviors which are correlated with the
ODD diagnosis for girls, we may explore whether more extreme behaviors are
required of girls, to be referred for disruptive behavior treatment.
Keenan and Shaw (1997) reviewed 16 studies on gender development and
aggressive behaviors for girls and boys aged 0-5. Samples in these studies included
birth cohorts, community based samples, clinical samples and epidemiological
samples. The methodologies of these studies include parent report, observational
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methods, and semi-structured interviews of parents. Several of the studies were
longitudinal. In summary, the studies describe data on infant and toddler boys and
girls receiving equal reports of problem behaviors during the 0-5 years, but note that
girls’ externalizing, difficult behavior seems to drop off precipitously as they enter
school. Keenan and Shaw explore the hypothesis that girls with problem behaviors
re-channel these problems into internalizing behaviors secondary to socialization
pressures. Another hypothesis they explore is that girls’ difficulties before age 5 are
due to their developmental challenges and cognitive skills which differ from boys’.
They conclude that there is evidence for both hypotheses and posit an integrated
view of girls’ early development. For this study, the idea that girls’ problem
behaviors don’t evaporate at age 5 is relevant to the review of different ways of
seeing girls’ behavior and distress during the elementary school age years.
Tremblay (1988) and associates compared first grade peer and teacher
evaluations of aggressiveness, social withdrawal and likeability of 104 French
Canadian children using the Pupil Evaluation Inventory tool. They used these data
to predict scores on self-report delinquency and personality measures 7 years later,
during the student’s adolescence. They found that combining peer and teacher
scores predicted for anti-social behaviors in adolescence for boys and girls.
Interestingly, they found that either peer or teacher assessment was predictive of
boys’ antisocial behavior, but did not find a strong level of prediction for girls unless
they combined the teachers’ and peers’ assessments. Peer assessments were better
predictors of personality problems for both boys and girls than teacher assessments.
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It is possible that the need to combine the teachers’ and peers’ assessments of the
girls in order to reach predictive levels could reflect a level of covertness to the
girls’ behaviors.
These findings point to a consistency over time and through the elementary
school aged years of conduct problems for both boys and girls, which is not usually
reflected in clinical prevalence studies for the genders during these ages.
Unfortunately, there are many confounding elements which were not addressed in
this study. Specifically, the contrast of self-report and peer/teacher report is open to
question as to validity, since the methods vary and are not contrasting the same type
of results.
The literature on developmental pathways for antisocial behavior
development reveals a gap in the diagnosis and understanding of behavior problems
for girls during the elementary school years. Considering how girls might differ
from boys during this developmental period in the expression of antisocial behaviors
is a focus of the current study.
Gender and Disruptive Behaviors
Zoccolillo (1993) addresses disparities in the epidemiological studies of the
prevalence of CD for boys and girls. He questions if current diagnostic criteria for
this disorder are appropriate for girls, or if some girls with disruptive behavior
problems are being missed by the current diagnostic system. He reviews studies of
antisocial women and notes the differences in behaviors among adult men and
women with antisocial disorders. Antisocial personality disorder in adults is
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generally considered an extreme outcome of aggressive CD in youth, but women
with the adult antisocial personality disorder have much lower rates of violent
behaviors and arrests compared to men (Lewis, 1991).

The emphasis on violence

and legal conflicts in the diagnostic criteria for disruptive behavior disorders in boys
and girls does not reflect the differences between adult men and women with
antisocial personality disorders.
Zoccolillo also notes the high co-morbidity rates of somatization disorders
for women with antisocial personality disorders, and wonders if there are childhood
predecessors to these somatization symptoms in women, which could be found
among girls with disruptive behavior disorders. Perhaps some of the girls with
aches and pains who are referred for counseling from the school nurses office could
be understood in terms of somatization. (School nurses, where they are still funded,
are reliable sources of referrals for school-based counseling). Finally, he considers
the differences in gender behaviors in the normative population in the realm of play,
and notes,
.. .because girls tend to play in smaller groups, have more intense
friendships, and tolerate less antisocial behavior than boys, friendlessness in
girls may be a marker for CD rather than major conflicts with peers.
Zoccolillo, pg. 75
Zahn-Waxler (1993) argues that an inclusive developmental pathway should
be developed for diagnosing girls and boys with broad enough criteria to apply to
both genders as opposed to creating specialized, gender-specific criteria for
disruptive behavior diagnoses. She cites animal studies which find heightened
evidence of violence in males compared to females, and expresses concern that the
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changing of diagnostic criteria for CD may dilute the capacity of the diagnosis to
recognize important social problems inherent in violent, antisocial behaviors. She
also describes the possibility that by lowering the threshold for certain aggressive
behaviors for females to qualify for a CD diagnosis it may appear punitive and
unfair to women. (This approach was suggested by Zoccollilo, 1993, above, as one
way to capture under-diagnosed girls). Zahn-Waxler reviews the gender differences
in other diagnostic categories such as depression, where woman are more prevalent
than men, and asks that gender skews in particular diagnostic categories be
considered in the broader social context. Finally, she describes early childhood
development and gender socialization as possibly teaching girls, earlier than boys,
that it is wrong to hurt people. Her main point seems to be to hold onto the
important societal value which condemns violent, destructive interpersonal
behavior, and not adjust the CD diagnostic criteria to include more girls if they don’t
actually exhibit these behaviors.
While Zahn-Waxler’s points seem important when considering physical
assault among adults, it is also true that antisocial behaviors can be exhibited in
many less overt or less public ways. Child abuse and neglect are two forms of
aggression available to antisocial women that have serious societal consequences.
Crick and associates (1995) conducted a study of 491 third through sixth
grade boys and girls regarding types of aggression. She hypothesized that while
boys are generally considered “more aggressive” than girls, a finer definition and
review of types of aggression would reveal that girls show aggression in different
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ways than boys. She used a peer nomination tool and found that girls were
significantly more relationally aggressive than boys. Boys were aggressive in ways
that were developmentally relevant to their gender group; through the use of
physical or verbal aggression designed to establish dominance. Girls, on the other
hand, were more relationally aggressive with their peers, manipulating social
exclusions and perceiving cruel intent in social interactions that others viewed more
neutrally. Crick hypothesized that the forms of aggression that girls used would be
more in the realm of their developmental priorities of establishing close, intimate
friendships. She evaluated whether aggressive girls would seek to do harm to their
peers in the context of these relational goals.
Based on the peer nomination tool, the children identified their classmates
who were subsequently categorized as overtly aggressive (yells, starts fights),
relationally aggressive (tries to exclude children from play, threatens to cut off
friendship), prosocial (good leader, helps others), or isolated (plays alone, seems
sad). This assessment yielded the information that while 73% of the boys and 78%
of the girls were seen as prosocial by their peers, the remaining students did not fall
into the aggressive and isolated categories evenly. Boys were seen as the largest
group of overtly aggressive children (15.6% compared to .4% of the girls), and girls
were the majority of the relationally aggressive (17.4% compared to 2.0% of the
boys). This group of relationally aggressive girls were also found to have
significantly higher incidences of social isolation (p < .05) and depression
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(p < .05) and loneliness (p < .01) in this study. The relation between relational and

overt aggression was assessed with a correlation coefficient, r = .54, p < .01. This
moderate correlation is consistent with the hypothesis that relational and overt
aggression are two different forms of the same general behavior.
The sample used for this study included 60% European-American and 37%
African-American children. Unfortunately, no discussion or analysis of these sub¬
groupings was made regarding the data on types of aggression. Additionally, there
was no discussion related to the socio-economic status of the subjects. Analysis of
these factors could increase the insights offered by this research. It would have
been interesting to know if ethnic and racial background or level of income
impacted the ways peers perceived each other in terms of aggression.
This research opens the possibility of considering a different realm of
aggression or antisocial behavior for girls that is not easily captured in the current
ODD or CD symptom lists, but could be considered as precursors of later antisocial
problems.
James Roff and Robert Wirt (1984) performed a retrospective, longitudinal
study of 1,127 third through sixth grade children from two midwestem cities who
were rated as unpopular by their peers. He compared this information with
adolescent and young adult delinquency and criminality data and explored possible
variables that might have contributed to these “low-peer-status” youth developing
into people who had conflicts with the law.
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Roff included social class in his study, though does not define how he
determined the class categories in his method. It would be useful to know if he used
mean income as his indicator, and if so, what ranges of income were used for the
four categories of social class. Further, he assigns social class by school or
neighborhood, possibly creating a homogeneity among a sample where there is more
actual variance. He hypothesizes that social class has little predictive value without
considering child and family variables at the same time.
Race is not included in the study and the researchers note that at the time of
the data collection (early 1960’s) schools were not allowed to keep records of
students’ racial identity. He reports that approximately 4% of the school population
in these cities was Black.
Roff attempts to include family functioning as a variable by citing
information from teacher interviews made to supplement the peer status
information. However, this information is incomplete and inadequate to represent a
thorough review of this variable.
Despite the short-comings of his design, the results are interesting in
considering the developmental pathway of behavior disorders among girls. The
variable in this study which best predicted delinquent behavior in later life for boys
was aggressive behavior in school, (r = .30, p < .01) For girls, severity of family
disturbance was the best predictor of later delinquency, (r = .13, p < .01) Lower
social class status was also a significant correlate of later delinquent activity for boys
(p < .05) who were in the lower three of four class quartiles. This correlation was
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only significant for girls in the lowest of the four social class quartiles (p < .05).
While the reliability of these findings is difficult to judge given the methodology,
the potential implications are worth noting.
Roff also found correlations between lower social class and greater levels of
family dysfunction and delinquency among older boys and girls, (p < .05-.01) In
critiquing his own work, he notes that greater specificity of types of family
dysfunction might produce more differentiated predictions (Roff, p. 125).
Frick (1995) and associates evaluated 90 mothers on a sensation-seeking
behavior scale and found a link between somatization and antisocial behavior
among biological mothers (mean age 34) of children referred to a mental health
clinic. The sample was based on the mothers of 90 children referred to a universitybased outpatient mental health diagnostic and referral service. Children were aged 6
to 13. The sample was 78% Caucasian, lower middle to middle socioeconomic
status. The referred children were 81% boys.
Mothers were evaluated with interviews based on the DSM categories for
antisocial personality disorder and somatization, and with the MMPI. Children were
evaluated for intelligence to screen out mentally retarded subjects, and a diagnostic
interview was completed by a clinician for each child and in consultation with each
teacher. Maternal somatization was found to be significantly correlated with
conduct symptoms in the offspring of these mothers, (p < .001) Gender-based
subsets of the children were not analyzed. These findings lead to the possibility that
girls may express problematic conduct behaviors with internalizing behaviors
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(somatization, depression), following their mother’s example, as well as in the more
male-traditional externalizing manners of aggression and substance abuse. These
behaviors would not be likely to be diagnosed as oppositional, though they may
precede antisocial behaviors for some older girls.
Lumley, et al. (2002) studied archival data for 149 children who were clients
at an outpatient clinic and were diagnosed with disruptive behavior disorders. The
children were aged 1 year, 7 months to 8 years, 8 months. Measures used included
the Achenbach Child Behavior Checklist (1983). No differences were found in the
prevalence of ODD for boys and girls. However, significantly more males had 1 or
2 co-morbid diagnoses with ODD compared to the girls.
Storvoll and Wichstrom (2002) used self-report data collected as part of a
large general population study of Norwegian adolescents, grades 7-12. (n = 9342).
They investigated conduct problems in three areas: theft/vandalism, school
opposition, and covert behavior. Their results showed significant correlations
between various risk factors (deviant friends, familial substance abuse, parental
conflict) and various conduct problems (theft, vandalism, school opposition, and
covert behaviors). For girls, the conduct problem that was most dominant was
covert behavior, while boys expressed all of the conduct problems. These results
seem to support the idea that girls respond differently than boys to the same adverse
conditions, though their problematic conduct still lies within the definitions of
antisocial behaviors in this study.
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The literature on gender and disruptive behaviors reveals the possibility that
girls and boys may be expressing disruptive behaviors in significantly different ways
which are not always captured in the current diagnostic systems. Family
backgrounds and different social tasks and expectations are possible ways to
understand the differences in the behavior of boys and girls. Similar risk factors
among youth with disruptive behaviors, and dire outcomes for adults who develop
antisocial disorders, speak to the need for a deeper understanding of the
developmental paths for both genders with these behavior problems.
Mental Health Treatment of African American Youth
McNeil, et al. (2002) discuss treatment of African American youth with
disruptive behavior disorders. They begin by questioning Euro-centric bias in
diagnosis and evaluation of African American clients, due to the practice of norming
tools based on primarily Caucasian populations (Casimir & Morrison, 1993). They
assert that there are cultural differences in parenting practices and expectations in
the African American community compared to the Caucasian community, and that it
is important for mental health treatment approaches to understand these social and
cultural perspectives to be most effective.
Lower socioeconomic status (SES) has been positively correlated with the
diagnosis of disruptive behaviors, as noted above. (Roff & Wirt, 1984) It has also
been correlated with specific parenting behaviors.

Compared to mothers of higher

SES, mothers living in poverty are less supportive of their children, more likely to
use power-assertive discipline techniques, including commands without explanation
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and physical punishment, and are less likely to offer verbal praise for good behavior
(McLoyd, 1990). These parenting styles have been associated with a heightened
incidence of disruptive behavior diagnosis (McLeod & Shanahan, 1993).
Lower SES clients also have higher psychopathology scores on measures
which have been developed using middle SES populations. (Murphy et al., 1988;
Proctor, et al., 1992; The Child Behavior Checklist, Radaal, et al., 1994) The
question of the accuracy or bias of the measures is obviously an important element
to review in these findings.
Radaal (1994) studied children with behavior problems from lower income
families. Her study was based on a sample of 890 low-income children, aged 5-11,
originally identified as part of a larger study of children’s dental health in a large
northwest urban center. Radaal used the Achenbach Child Behavior Check List to
assess levels of emotional problems among her sample. This checklist is a
standardized interview protocol and the informants were the primary caretakers of
the children. Radaal found much higher levels of emotional and psychological
problems among her sample compared to a normative sample from a 1983 study and
a 1991 study. The single variable which was correlated with the increase in clinical
problems was the level of income. In her discussion Radaal critiques the potential
bias in the Achenbach tool, but also notes that poverty appears to have a serious
impact on adult caretakers’ ability to parent well, and results in higher levels of
emotional problems among children with low socioeconomic backgrounds.
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When working with the correlates of lower SES it is important to remember
the race bias in the number of families living in poverty. One in five children in the
general population live in poverty, whereas almost half (43%) of all African
American children live in poverty (Patterson, et al., 1990, U.S. Bureau of the census,
1994).
Parental stress, low socioeconomic status and family constellation have all
been positively correlated as risk factors when diagnosing disruptive behavior
disorders. These risk factors are all present in the African American population in
higher numbers than in the Caucasian population (McNeil, 2002). Buffering or
protective factors for African American children include extended family relations
and community support levels in the African American community. (McLoyd,
1990).
Patterson, et al. (1990) designed a study to try to tease out the associations
among the variables of income level, gender, ethnicity and household composition
as predictors of children’s competence. They considered three forms of schoolbased competence; conduct, peer relations, and academic achievement. Subjects
were 868 children in grades 2-4 from a small southern city. Data were collected
from school records and tests, teacher reports on a standardized tool; the Classroom
Adjustment Rating Scales (CARS, Lorion et al., 1975) and a peer nomination tool
for the peer relations data.
In considering conduct problems, significant predictors for this problem
were low SES, gender (more boys), household composition (single-parent families),
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and ethnicity (more Black children than White), (p < .01) However, when
considering the variable interactions, income level was more strongly correlated to
problem behaviors for boys than for girls (p < .05), and boys and girls from low SES
families had significantly more conduct problems than children from higher SES
families, (p < .05). When considering household composition and ethnicity, single¬
parent households predicted conduct problems for the White children, (p < .001) but
not for the Black children. Overall, income level and gender were the best
predictors for difficulties in all three categories of competence.
Ross, et al. (1998) also found that parental stress was correlated with
oppositional behavior disorders in children. This study sample included 92 2-8
years old clinic referred children. The sample included children diagnosed with
ODD alone as well as children with co-morbid ADHD and CD. The Achenbach
Child Behavior Check List and the Parental Stress Index were used in an initial
interview and scores were compared to norms as cited by the PSI manual. Parents
of children in all the diagnostic groups exceeded clinical levels of normative stress,
and parents of children with multiple diagnoses exhibited higher levels of stress than
parents of children with only ODD or ADHD, (p < .01)

Further, it can not be

assumed that the children’s diagnosis was causative of the parents’ stress level.
Variables of parental conflict, social isolation and parent health were also assessed
and were determined to not be significant as contributors to the differences in levels
of stress among these parents.
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Teacher reports were also evaluated on these children, and no significant
differences were found between the different diagnostic groups as perceived by the
teachers. This again raises the question of the parents’ levels of stress, before the
children’s behaviors were adding to the stresses of the parents’ lives.

The high

levels of stress experienced by parents of children with ODD symptoms, whether it
is causative of their behaviors or a result of them, is still a key element to consider
when offering supportive counseling and preventive treatment to children and
families.
McLoyd & Wilson (1991) found that single mothers living in poverty hit and
scolded their children with greater frequency than mothers who reported having
more economic resources.

Single motherhood has also been linked to drop-out

rates in treatment. (Kazdin, et al, 1995). Race and medicaid status also predicted
higher drop-out rates during treatment.
These results related to drop-out vulnerability come from a study in which
40-60% of all families entering into outpatient counseling terminated prematurely
(Kazdin, et al., 1994, p. 402). These researchers studied 279 children (58 girls, 271
boys) and their families, who sought psychotherapy at an outpatient clinic. Of this
group, 64.5% were Caucasian and 35.5% were African American. Ages ranged
from 3-13. Twenty-seven percent of the families received medicaid.

Forty-six

percent received the diagnosis of ODD using the Research Diagnostic Interview
(Kazdin, 1994) and clinical unstructured interviews.

Realms predicted to influence

early termination included low SES, family constellation, parental stress, parental
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psychopathology, child antisocial behavior, overall severe child symptoms, and
child educational functioning. In this study, African American families dropped out
of treatment more often and earlier in the treatment process than Caucasian families.
Many of the risk factors were similar for both ethnic groups, including low SES,
antisocial behavior of the child, adverse child-rearing practices (as assessed by the
clinician) and the other factors cited above.

Controlling for the similarities,

ethnicity still played a specific role in the drop out rates of the African American
families. Unfortunately, the ethnicity of the service provider was not included in
this study as a possible factor influencing drop out rate. Working to understand how
to better engage low-income, African American families is obviously a key to better
service provision for this population.
Parenting differences among some African American families can be
understood in the context of the risk factors cited above, including a higher
incidence of single-parent families (U.S. Census, 1994), unstable homes and limited
economic resources (Barbarin, 1993), and higher risks for parental stress and harsh
parenting style (McLoyd, 1990).
However, other researchers, studying African American families from a
variety of economic backgrounds (Hurd, et al., 1995) concluded that African
American families have the following strengths:
1.

Substantially involved with children’s lives

2.

Receive a lot of support from extended family members
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3.

Have a significant amount of male involvement with children,
with fathers being the most common male role models,

4.

Place an emphasis on teaching values and acceptable behaviors.

Teaching racial pride is an important task of African American parenting.

In

helping children cope with and survive racism, Hurd, et al. (1995) found that parents
of African American children taught special skills to help children cope with their
unique environment and hold different values than Caucasian parents. Teaching
self-reliance, independent problem solving and conflict resolution skills were among
these coping skills and values.

African American parents in this study reported

expecting their children to be prepared to deal with life’s pain and disappointments.
African American parents sought to train their children with coping strategies and
strengths, rather than protect them from the realities of stigma and prejudice.
Given these differences in parenting styles and approaches, McNeil (2002)
challenges many parent-education based therapy techniques as needing to be tested
in a variety of cultural settings. (McNeil, p. 345).
Living in unsafe and unsupportive environments is another factor facing
more African American children than Caucasian children. Problems in the
environment may include:
1.

inadequate resources to provide basic living necessities

2.

the feeling of hopelessness about changing the family’s current
situation,
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3.

unstable or no parental involvement in the lives of preadolescents
and adolescents,

4.

unstable place of residence,

5.

lack of supervision when children are not in school

6. pressure on the extended family to help parents
(Barbarin, 1993).
At the same time that racial bias can appear to result in overdiagnosis of
African American children, there are some studies that show that African American
clients are under-diagnosed and under-served, as well. (Lewis, 1982, 1979)
Lewis, et al. (1979) reported on clinical impressions of African American,
delinquent children who were referred to clinics for psychiatric evaluations. She
found that these children were often dismissed as characterologically impaired, in
spite of evidence of psychotic or organic disorders.
Lewis’s group additionally explored epidemiological data regarding the use
of emergency rooms during the childhood histories of a random sample of 109 child
delinquents referred to juvenile court. While both Caucasian and African American
delinquents visited hospital emergency rooms at about the same rates during their
lives, African American children had a higher average numbers of visits before the
age of 4 years (2.146 compared to .734 visits) and African American children had
more head/face injuries and traumas than Caucasian children, as reflected in head xrays (19% compared to 3.2%). Possible abuse and neglect implications were
considered to be unrecognized and underreported (Lewis, pg. 57).
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Additionally, ten of the 66 Caucasian children and 11 of the 43 African
American children had medical record notes reporting psychiatric symptoms. Of the
ten Caucasian children, seven were referred for psychiatric services and received
treatment before the age of 17, compared with two of the 11 symptomatic African
American children.
This lack of diagnosis and treatment was attributed to such reasons as the
African American children’s problematic behaviors (ie. swallowing sharp objects,
hallucinations) being considered culturally acceptable or manipulative among
African American delinquents (Lewis, pg. 54).

Clearly, this research points to the

need for accurate and unbiased diagnosis and equitable service delivery for all
groups, especially African American youth.
Murphy, et al. (1988) used a tool called the Pediatric Symptom Checklist
with 300 children aged 6 to 12. Forty-eight of these children and their parents also
received in-depth interviews. The results showed that African American ethnicity
and low SES predicted higher levels of problems (p < .00) by a ratio of 2:1 when
compared to the whole group mean. Based on the in-depth interviews these results
were seen to be valid.
Proctor, et al. (1992) found that Caucasian children with disruptive behaviors
♦
were more likely to be diagnosed with ODD compared to African American children
who were more often diagnosed with the more serious disorder of CD. Proctor, et
al. (1992) studied 411 children who sought services at an outpatient child guidance
clinic in the midwest. Diagnoses were tracked over a 16 month period and
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demographic information including gender, race, level of income and age were
collected from the records. The mean age of the children was 9.07, two-thirds were
male and 40% were African American.

The remaining 60% of the sample were

Caucasian. Boys and girls did not differ significantly by age, and African
Americans and Caucasians did not differ significantly by age or sex. Results
showed that race (p = .00), gender (p = .00) and low SES (p = .06) were significant
predictors of a diagnosis of CD, while race was the only significant predictor of an
ODD diagnosis (p = .03).
In the discussion of this study, the authors note that “overall, boys,
minorities, and low income children were more likely to receive the more serious
diagnoses”, (p. 165). These researchers note that interpreting these results can be
done from several perspectives including recognizing that the stresses of racial
oppression and poverty may increase the likelihood for emotional dysfunction. The
possibility of bias in the assessment process must also be considered when
understanding these results.
Atkinson, et al. (1996) studied the effect of African American skin tone on
the diagnosis and perception of clients by a group of African American and
European American psychologists. Subject psychologists were solicited with a mail
campaign to a national sample generated by the American Psychological
Association Office of Demographic, Employment, and Educational Research.
Ninety-one African American psychologists (54 male, 36 female) and 106 European
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American psychologists (59 male, 46 female) agreed to participate in the study. The
two groups were similar in age (mean age in mid-40’s) and years of experience
(mean of 15 years).
The subjects were sent a photograph of a young African American that had
been altered to have either a light, medium or dark skin tone and a case profile that
was deliberately innocuous, with a presenting problem of depression and a
relationship conflict. The psychologists were asked to diagnose the woman and to
give their impressions of her attributes and likely success in treatment. The results
were that there were no significant differences between the African American
psychologists and the European American psychologists in primary diagnosis or
treatment recommendations (individual vs. group treatment). African American
psychologists were significantly more likely to see the client as attractive, likely to
benefit from treatment, and to be more positive about working with the client than
were European American psychologists (p < .00). European American
psychologists, on the other hand, were more likely to endorse severe mental disorder
diagnoses than were African American psychologists (n = 106 compared to n = 88).
Due to the fact that there was no control of a European American client, it is
difficult to analyze the basis of the differences between the perceptions of the two
groups of psychologists. The results do raise many implications about the biases in
the way psychologists see their clients and the importance to monitor levels of bias
and identification with clients due to race or ethnicity for all psychotherapists.
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The relationships between family poverty, parental stress, harsh parenting
practices and child disruptive behavior disorders are relationships which must be
considered when working with low-income African American families and children.
Our understanding of the interplay among these factors and race are not substantial
enough to clarify etiology or causation among the factors. However, respect for an
African American family’s values and awareness of the high incidence of stress and
poverty for many African American families should inform any therapeutic support
offered to African American children and their families. Additionally, the need to
avoid biased over or under-diagnosis is crucial for effective treatment for children
with varied cultural backgrounds. The importance of ongoing training for cultural
awareness of therapists is highlighted in these findings.
Treatment for Oppositional Defiant Disorder
A review of the literature on risk factors associated with oppositional
defiant disorder includes many factors associated with family context and parenting.
Many treatment approaches for behavior disordered children place special emphasis
on working with and educating the parents of oppositional children about
disciplinary practices and enhanced parent-child relationships. The literature also
highlights the association between low-income, highly stressed, single-parent
families and children with oppositional behaviors. The problem with parent
education based treatment approaches is that stressed and under-resourced parents
are often not available for courses of treatment or education about parenting.
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Brestan & Eyberg (1998) reviewed 82 studies of psychosocial treatment
approaches for conduct disordered children and adolescents. Using criteria
developed by the Division 12 (Clinical Psychology) Task Force on Promotion and
Dissemination of Psychological Procedures, these researchers found only two of the
studies to be “well-established treatments”. Studies reviewed included studies
which used DSM-III or IV guidelines for diagnosis and a goal of improving
disruptive behaviors. Both of the treatment approaches which were considered
“well-established” were tested in a number of studies and found to be effective when
compared with a control group. Both of these approaches emphasized working with
the parent of the conduct disordered child, and were based in a cognitive-behavioral
treatment approach.
The first approach, based on Patterson and Gullion’s (1968) manual Living
with Children, teaches parents to monitor their children’s behavior, rewarding
positive behavior and ignoring or punishing negative behavior. Studies were
conducted with boys and girls of a range of ages. There was no report of the racial
make-up of the study samples.
The second “well-established” treatment approach is based on WebsterStratton’s parent-training program and includes a series of parent-training
videotapes with therapist-led discussion groups of the lessons. The lessons are
based on principles originally described by Hanf (1969), again based on cognitivebehavioral theory. This approach was studied with samples of boys and girls aged
4-8. Again, there was no discussion of the racial characteristics of the participants.
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Several other approaches to treatment were found to be “probably
efficacious” including anger management techniques, assertiveness training,
problem solving skill techniques, and a number of other parent education based
approaches. In discussing future directions for research, Brestan and Eyberg note
that as they reviewed the 82 studies, they found that according to their studies, the
“typical conduct-disordered child in treatment is a 9-year old Caucasian boy from a
lower middle income background, whose mother may or may not be participating in
his cognitive-behavioral treatment”. (Brestan & Eyberg, p. 187) They note that
research which compares “treatments used in research and those used in clinical
practice” (ibid, p. 187) would be useful.
Brestan & Eyberg also note that the prevalence of research based on a
cognitive-behavorial treatment approach is “perhaps because cognitive-behavioral
treatments lend themselves to the kinds of precise description that are associated
with research”, (ibid., p. 186). They do not comment on the idea that there may be
other approaches that would be useful to this population, but imply that the research
literature may not be complete in this way.
Similarly, they found fewer than half of the studies of conduct disordered
children included data on the SES or racial/ethnic breakdown of the participants.
Girls were usually not included in studies, and these researchers note
At present, there is almost no information on differences in
girls’ and boy’s response to treatment and, as a result, almost
no information to guide decisions about specific treatment
matches for girls with conduct problems.
Brestan & Eyberg, 1998, p. 186.
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The value of considering the spectrum of disruptive behaviors, from ODD to
CD, is another recommendation these authors make after their review of the
treatment literature. (Ibid, p.187). They found most studies focused on CD, to the
exclusion of ODD.
Kann and Hanna (2000) present an overview article of disruptive behavior
disorders as they differ for boys and girls, and include a list of treatment approaches
and styles that are relevant to the discussion. They note that no research was found
on treatment programs designed specifically for girls with ODD or CD, whereas
several programs were designed for boys only. Since there is little research on
gender differences in effectiveness of treatment approaches, and since gender
differences are known to impact relationships, “it is important to provide a broad
spectrum of interventions whenever possible.”
Literature on treatment approaches for disruptive behavior disorders does not
seem to reflect the many children with these problems as described in the
epidemiological studies. Treatment approaches for boys and girls, children of all
ethnicities, and with varying levels of economic and familial resources need to be
developed and evaluated further.
Summary of Literature
Review of the literature describes the serious and prevalent problem of
behavior disorders among children today. These disorders account for the majority
of problems presented by children and families seeking mental health services.
These disorders can also have dire outcomes when not treated, in the form of adult
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antisocial disorders. Outcomes for the individuals with these disorders as well as for
society, include violent crimes against people and property, suicidality, substance
abuse, and parenting problems, including child abuse. The prevalence and
seriousness of the behavior disorders and their potential destructive outcomes
creates a great need to better understand risk factors and effective treatment for these
problems.
Developmental theories offer varying perspectives on disruptive disorders.
There seem to be multiple pathways for the disorders, including an early onset
pathway which is more difficult to treat and change once it has been begun. This
appears to be true especially for boys. Risk factors associated with this pathway
include problematic parenting techniques, low socio-economic status and gender.
Another pathway which has been described is a later onset pattern, starting during
adolescence, which is more transient and less serious in long-term outcomes for
most boys. Girls, however, appear differently along these paths. While both boys
and girls are diagnosed with oppositional problems in pre-school years, girls are
rarely given the serious diagnosis of conduct disorder during the elementary school
years. They are considered to be at some risk for oppositional/defiant problems
during these years, but do not exhibit the more advanced, problematic behaviors of
conduct disorder until adolescence. At that time, girls are found to have conduct
problems in nearly equal numbers as boys. The question which arises from these
numbers is what is happening to the more serious behavior disordered girls during
elementary school years?

51

Gender theorists have proposed a few possible ways to explain the particular
experience of girls during the elementary school years. Some hypothesize that
social pressures keep girls’ behavior in check longer, until physical and mental
changes during adolescence cause them to act out in antisocial ways. Others believe
that elementary school aged girls do show ODD problems, but not in the ways that
are described by the diagnostic category. These theorists think that girls express
their anger and opposition with different types of aggression than boys.
Interpersonal and covert types of aggression seem to be found more often among
girls at this age than among boys. These theorists argue that adult women with
antisocial disorders also have different presentations than men. Despite their
differences both men and women have very difficult times with these disorders, and
if we are able to better help children with these problems, we would contribute a
great deal to improving life for everyone.

Finally, some theorists feel that the

gender skew in behavior disorder diagnoses of children is accurate and that more
boys are troubled with these problems, despite similar risk factors, than are girls.
Continuing to tease out the possibilities of all these theories and perspectives is an
important task of research in the realm of diagnosis and treatment of behavior
disorders.
Both ethnic minority status and low socio-economic status have been
associated with a higher incidence of behavior disorder diagnosis among children.
These data must be considered in light of studies which challenge the bias and
stereotyping that may occur when clinicians who are predominantly middle class
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and Caucasian are assessing, diagnosing and treating African American children.
Studies have shown that there may be a tendency to both over and under-diagnose
these children. The importance of factoring in cultural values and experiences when
treating this population cannot be overlooked. Aside from bias influencing the
delivery of services, there are also important links to the behavior disorders which
may be grounded in the stress of living with racial prejudice, poverty and multigenerational family violence. These risk factors contribute to higher levels of
authoritarian styles of parenting, and harsh, punitive parenting has been linked to
oppositional and defiant behaviors in their children. Considering all these elements
is important when offering mental health services in lower income, African
American communities.
In the current study a school-based counseling program offered counseling to
many children diagnosed with ODD. The licensed clinicians offered a spectrum of
treatment approaches, usually including, but not depending on parent participation.
The intent of the counseling was to increase the students successful functioning in
their school and home settings. The sample was low-income, and predominantly
African American, one third girls and two thirds boys. Studying the course of
treatment, risk factors and treatment outcomes for the boys and girls in this sample
may add to the understanding of effective behavior disorder treatment in this
population.
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CHAPTER III
METHODOLOGY
A large child welfare agency serving over 20 public elementary schools in an
east coast urban center agreed to participate in this study. The research review
committee of the agency gave permission to allow a review of all clinical files for
elementary school students diagnosed with Oppositional Defiant Disorder, during
the 1997-1998 school year.
After reviewing the entire student set for this school year it was determined
that there were 130 students with the diagnosis of oppositional defiant disorder,
representing 45% of all the students treated in the elementary school-based program
of this agency. The diagnoses of these children were given by licensed clinicians,
utilizing the Diagnostic and Statistical Manual of Mental Disorders, fourth edition,
of the American Psychiatric Association (diagnostic criteria are described in
Introduction of this paper). The number of cases was derived from computerized
records of number of students served and specific diagnoses assigned to these
students. The gender breakdown of these cases was about two thirds boys, one third
girls. (86 boys and 44 girls). After removing the charts that had co-morbid
diagnoses of ADHD (22), or were incomplete (17) or missing (27), the files
remaining included 20 files of girls and 43 of boys. The qualifying files maintained
the original gender ratio of 2:1 among the reviewed cases.
These files were reviewed by the researcher and the following data were
collected from clinical treatment records. The forms in the files consisted of typical
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mental health forms including initial assessment and diagnosis, treatment plan,
progress notes, periodic updates of treatment plan and discharge summary. Specific
forms and record examples can be seen in Appendix A-D.
Demographic/Descriptive Data
The students’ race, age and grade in school were recorded. The type of
insurance was also recorded to indicate a rough impression of socio-economic status.
Most of the students were eligible for medicaid insurance, (n = 50). (Medicaid
eligibility is based on an income of no more than 133% of the poverty level. Table 2
describes the maximum income for medicaid eligible families in 1998). Two of the
students had private insurance and one family paid a low fee. The remaining 11
students were offered free care based on need. Based on these data the sample is
considered to be low socioeconomic status.

Table 2: Medicaid Eligibility Maximum Income Levels in 1998 (133% of Poverty
Level)

Family Size
1

2
3
4
5

6

Annual Income

Monthly Income

$10,706.50
$14,430.50
$18,154.50
$21,878.50
$25,602.50
$29,326.50

$892.21
$1,202.54
$1,512.88
$1,823.21
$2,133.54
$2,443.88

Based on Federal Register. Vol. 63, No. 36, Feb. 1998, 1998, pp.9235-9238
Forty-eight (76%) of the children in the sample are African American, 7
(11%) are Latino and 8 (13%) are Caucasian. These numbers reflect a higher
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number of African American children diagnosed with disruptive behavior disorders
than predicted by the demographic data for the school population as a whole. For
the 12 schools which the 130 students attended, the ethnic demographic breakdown
is 59% African American, 19% Latino, 9% Caucasian, 11% Asian American, and
2% unidentified. This diagnostic picture is consistent with research on the higher
incidence of disruptive behavior disorder diagnoses of African American children.
(Patterson, 1990, Proctor, 1992).
These data were collected for descriptive purposes in order to describe the
groups receiving treatment. The age and grade data were collected to consider trends
related to age of referral to treatment and to compare success of treatment rates at
different ages. The average age of the child in this sample was 8.7 years, and both
boys and girls had about half of their numbers in the 4 - 5 grade group, and half in
the k-3 group.
In further considering the age groupings of these children, 73% of the
students (n = 46) were referred from the 3rd - 5th grade, while only 27% (n =17)
were referred from the kindergarten - 2nd grades. Interestingly, when examining the
subsets by gender, 40% of the girls were referred from the lower (k-3) grades within
the girls group, while only 20% of the boys were referred from the lower grades.
Family History/Contextual Risk Factors
Family data recorded for each student included whether or not the child
lives with their family, how many live in the home with the child, whether the
child’s parent is or has been in jail, and whether there is a parent living out of the
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home. Data were also collected on the incidence of substance abuse problems
among family members, whether the parents of the student had been divorced and if
they had remarried. Histories of child abuse, child protective reports filed,

Graph 1 - Comparison of Referral Sources for Bovs and Girls

Referral Source

Boys

Girls

Self-referral

Parents

Teachers

Boys

0%

19%

81%

Girls

15%

35%

50%

domestic violence, child out-of-home placements, and history of siblings being
removed from the home were also collected.
These data on environmental risk factors were collected to consider different
rates of prevalence by gender and to correlate with treatment outcome data. The
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specific areas of data collection were generally determined by how the case files
were set up by the agency and the clinicians. Many elements of family functioning
were not recorded in a consistent manner in these records but could well be
considered in further research. These include overall family functioning, emotional
tone of relationships and social support networks available to these families, to
name a few. The value of the chart review methodology lies in the review of actual
clinical work being provided currently, including the orientation and omissions of
that work.
c

Treatment Related Data
Data collected about the treatment process included number of sessions,
months in treatment, number of family contacts, number of teacher consults, gender
and race of the therapist.
The referring problem and the referral source for treatment was collected.
Referral problems included conflict with peers, teachers, parents, academic
problems, and physical fights with peers. Referral sources included teachers,
parents, and the student themselves.

Multiple problems and referral sources were

noted.
The treatment approach of the therapist was assessed and assigned to
predominance categories by the author. These categories were mentoring/relational
emphasis, behavioral/cognitive emphasis, family/parenting treatment emphasis, and
systems advocacy and interventions. The sorting into these categories was based on
the content of the treatment goals and progress notes. Since this was a retrospective
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study there was no treatment protocol, but rather an after-the-fact assessment of the
main approach used. Examples of mentoring/relational goals were “to build trust, to
be able to express feelings with words instead of actions”. A focus on interpersonal
relationships was at the heart of these treatment processes. Examples of
behavioral/cognitive goals were “to notice and/or change the self-talk message of
thinking of self as stupid at least once every day” or “to practice counting to ten
slowly at least once every week when feeling angry”. Family/parenting goals
included examples like “will meet with parent and child once a month to work on
limit setting and mutual respect”.

Systems/advocacy goals were marked by

interventions by the clinician with the school system or social service system in
some way. Examples of this approach might include regular contact with a
placement social worker, advocating for special educational testing, or seeking a
different educational placement for a child. When clinicians used multiple
approaches to treatment all treatments were recorded.
Treatment outcome was tracked using the categories of no progress, some
progress and complete achievement of goal as recorded in the discharge paperwork
by the clinicians and reviewed and signed by the parents. The therapists assigned
these outcome classifications based upon their assessment of progress towards the
measurable treatment goals listed in the treatment plan (Appendix C). There was
no formal reliability check of these treatment outcome assessments, but treatment
progress and process was monitored in weekly supervision with licensed clinical
supervisors. All cases were also reviewed on an annual basis by a multi-disciplinary
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team of clinicians including representatives of the professions of psychiatry,
psychology and social work. The review included treatment progress and process
evaluation.
Clinicians typically worked on two or three goals at a time. At the end of
treatment the clinicians assessed and recorded (Appendix D) whether clients had
some, none or total goal achievement. While there is always clinical judgment
involved in these assessments, using measurable goals created specific guidelines
for the clinicians’ evaluation of the treatment success.
For example a goal might be written as “Joanne will resolve a conflict with
words, without fighting or yelling, one time per week. (Currently unable to resolve
conflicts at all, frequent fights each week). Goal will be assessed by teacher report
and clinical observation.” With such a measurable goal and baseline, clinicians
assess for some progress (eg., one resolution every other week), goal achieved (one
resolution each week) or no progress (fighting behavior continues). Over time, as
goals are achieved, they may be adjusted or changed.
The structure of progress assessment in this study should not be confused
with the goal of an ultimate “cure” of the problem. The ongoing work of
improvement is assessed at various stages of the process with varying goals. The
data analyzed in the study is related to how much improvement or change has been
achieved with the treatment. Since the treatment plan goals can be updated mid¬
treatment, Levels of Impairment and discharge summaries are also used to assess
success and progress during the course of treatment.
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Whether or not the student was referred for further treatment at the end of
the school year was also recorded based on the discharge summary and
recommendations for further support. (Appendix D).
Clinicians also recorded levels of impairment in five areas on a five point
scale. (Appendix C). The general guide of the Global Assessment of Functioning
scale (GAF) used as part of the 5 axis diagnosis structure described in the
Diagnostic and Statistical Manual of Mental Disorders, 1994, was applied to the
particular categories of functioning and impairment levels (none, mild, moderate,
marked and extreme).

By focusing on the 5 categories of functioning (family

relations, school performance, peer relations, self-care and mood) a more detailed
baseline could be used to assess changes over the course of treatment.
These data were collected in order to compare the treatment elements of the
boys’ and girls’ groups, and to see if certain treatment approaches or combinations
of treatment were more successful than others.
The data were collected from the clinical files kept by the child welfare
agency. The specific forms reviewed included the intake form, the diagnostic
assessment, the treatment plans, the progress notes and the discharge summary.
Examples of these forms are found in Appendix A-D.

All of the data which were

analyzed were generated by the treating clinicians. Treatment plans and discharge
summaries were signed and/or reviewed by parents.
Data were analyzed using cross-tabulations, the Pearson Chi-Square test, and
t-tests with paired samples. Correlations between treatment outcomes and risk
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factors for boys and girls were reviewed for significance and trends. Results are
presented in charts reflecting total N of the sample subsets, percentages and p
values.
Limitations of this study include issues of sampling. Since the file set was
not complete it is not possible to know what the missing files might have contained.
The agency was in the process of moving from one site to another at the time of the
retrieval of the files, and the system was in temporary disorganization. Still, it is
possible to speculate that some of the missing files could have been substantially
different, and could add further to this information to this study. The analysis of the
files that could be found does allow for all available data to be considered, and it is
believed that this is representative of the greater sample in general.
The exclusive use of clinician report also limits the perspective of the study.
As a chart review with no specific treatment protocols or reliability/validity checks
on the assessments of the clinicians, the study is assessing the progress of the
students as perceived by their therapists. There may be an inherent tendency for a
therapist to view their work with a client in a more favorable light than a more
objective, less involved evaluator. However, the agency requirement that the work
also be reviewed by the parents and by supervisors and clinical peers, in an annual
peer review process, helps to mitigate this singularity of view. However, the lack of
standardized or objective measures is a limitation on this data set and this research.
Finally there are limitations related to the geographical location (urban),
socioeconomic level (low income) and ethnicity (majority African American) of the
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sample that limit the scope of application for the conclusions. The findings are
based in this sample, as well as the reality that the clinicians were predominantly
Caucasian women. Despite these specific limitations, we hope the findings are
useful in considering similar settings, and in comparison with studies that use
different samples for the study of behavior disorders.
This study also offers insight into the actual work going on in at least one
large, urban agency in the service of children. While a chart review does not have
the same objective measures and validity checks other methods offer, it does help to
shed light on what actual practices are being followed in the treatment field. This
meets a need which Brestan & Eyberg (1998) noted, in considering the interface of
research and practice. Examining the work that licensed clinicians are currently
delivering without the imposition of research protocols, pre and post-tests, and
artificial time frames, can assist theorists and researchers in understanding the
current state of the work they wish to influence.
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CHAPTER IV
RESULTS
Epidemiological Predictions Contrasted with Clinical Sample
Epidemiological studies vary widely on their estimates of the number of
children with oppositional defiant behaviors in the normative population. The
estimates run between 5.8% (Feehan, 1994) and 24.6% (Cohen, 1993). In the
current sample, 130 students were referred for problems with ODD out of a total
school population of 6,598 for the 12 schools these students attended. It is not
known if other students were receiving treatment from other sources, but most
children and families who were seeking counseling were eager to take advantage of
the convenience of school-based counseling. The number of students being treated
and struggling with ODD problems in the schools was probably higher than the 130
children in this study. Considering the percentage of referred children in contrast
with the numbers the epidemiological studies would predict, fewer boys and many
fewer girls are represented in this sample. The sample of ODD involved cases
represents only about 1.9% of the entire school population served.

(Compared to

the 5.8% - 24.6% predicted above.)
The contrast for the girls’ subgroup is even more dramatic compared to
epidemiological findings. The epidemiological studies indicate that during the
elementary school years, boys and girls with Oppositional Defiant symptoms are
about equal in number.

In this sample only about half as many girls were referred,

diagnosed and treated for ODD as were boys. (Total N for ODD cases = 130,
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boys = 86, girls = 44).

This disparity between numbers predicted and numbers

actually referred is worth considering when the problems associated with this
disorder are so serious.
Environmental Risk Factors and Gender
In a number of the descriptive categories considered there was little or no
difference when comparing the boys’ and girls’ subgroups. Risk factors included
low socio-economic status of the students based on type of insurance utilized. Only
two students were paying for counseling with private insurance. All of the other
students were using medicaid or had negotiated a free-care contract due to lack of
resources or insurance. The mental health clinic providing these services used a
sliding fee scale which reflected the medicaid fee structure. The student sample in
this study is considered lower socio-economic status as a whole, based on these data.
(See Table 2 for medicaid eligibility requirements).
Other areas where the boy and girl subsets did not differ greatly included
prior history of oppositional behavior (80% for the entire sample and within each
subset), incidence of a recent death in the family (20% for the entire sample and
within each subset), and the incidence of a parent being incarcerated at the time of
treatment (20% for the sample and each subset). Most of the students lived with
blood-relation family members (100% of the girls and 93% of the boys) and most of
the students had the experience of one of their parents living away from their home
(85% for the girls, 88% for the boys). Most had experienced a parental divorce or
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separation (85% of girls, 88% of boys). The incidence of a sibling being placed out
of the home was nearly equal (20% of girls, 16% of boys).
Other areas of investigation revealed more differences between the girl and
boy groups.

Girls had a higher incidence of reported child abuse or neglect in their

families (30% compared to 21% of the boys’ families), and a higher incidence of a
child protective services report having been recently filed (50% compared to 35%
for the boys). When these two indicators of child abuse are combined, 75% of girls
have some indicator of child abuse reported in their files compared to 43% of boys.
This difference is statistically significant (p = .02) (See Table 3). The girls also had
a higher incidence of family substance abuse problems (50% of the girls’ families
had this problem compared to 30% of the boys’). The girls’ families also reported a
higher incidence of parental remarriage (50% compared to 30% in the boys’
families). The girls had a higher incidence of domestic violence in their families
compared to the boys’ group (35% compared to 19%).

Statistical analysis of these

differences using cross-tabulations and Pearson Chi-Square tests are shown
in Table 3.
The boys in this study had two areas of greater risk compared to the girls.
They had a significantly higher percentage of out of home placements (34%
compared to 10%, (p =.05) and a higher incidence of coping with a recent change in
family housing circumstances (52% compared to 25%,/? = .04).
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Treatment Elements and Gender
Teachers were the majority referral sources for both boys and girls. There
was some contrast between the gender groups however. Teachers referred 60% girls
in treatment, and 80% of the boys. Parents referred 35% of the girls group, and only
19% of the boy referrals. There was only one student who self-referred for
counseling, and she was a girl.

Table 3: Demographic Descriptors
Demographic
Information

Girls
N=20 %

combined abuse
15
75
(physical abuse and CPS report)
move from home
5
25
history of out of home 2
11
placement
domestic violence
7
39
10
50
remarriage of parent
live with family
20
100
family substance abuse 10
53
recent CPS report
10
50
25
siblings out of home
5
6
20
child abuse history
5
25
parent in jail
separation/ divorce
17
85
85
parent out of home
17
death in family 4
20
8

Bovs
N=43 %

Chi-Square
Value
df p

41

44

5.235

1

.022*

22
14

52
34

4.132
3.704

1

.042*
.054*

8
13
40
15
15
7
9
8
37
37
19

20
2.477
30
2.301
1.465
93
1.375
37
37
1.000
.673
16
.543
21
.241
20
.115
88
.589
86
1
.008

1

1

1
1
1

1
1
1
1
1
1

.116
.129
.226
.241
.317
.412
.461
.623
.734
.745

.929

* Results are considered statistically significant at the .05 level

Reasons for referrals included conflict with teachers, parents, peers, academic
problems and/or physical fighting. Students were often referred for more than one
reason. The most common referral reason for boys, at a rate of 76%, was conflict
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with teachers. Girls’ most common referral reason was conflict with parents (75%).
This was significantly higher than the boys’ referral rate (46%) in this category

{p — . 05). The second most common reason for referrals for the boys was

Table 4: Reasons for Referral to Treatment by Gender (Multiple Reasons Possible
for Each Child)

Referral Reason

Girls
N=20 %

Boys
N=43 %

Conflict w/parents
Academic problems
Physical fights
Conflict w/teachers
Conflict w/peers

15
7
6
13
12

20
9

75
35
30
65
60

8
33
30

46
21
19
76
70

Chi-Square
value
df

3.815
2.520
1.026
.956
.586

1
1
1
1
1

.051*
.112
.311
.328
.444

* Results are considered significant at .05 level

conflict with peers, while for girls it was conflict with teachers. The third most
common reason for referrals of boys was conflict with parents, noted in < half of the
boys who were referred for treatment. The third most common reason for girl
referrals was conflict with peers. The number of girls referred for conflict with
parents (n=T5), conflict with teachers (n=T3), and conflict with peers (n=12) are all
quite close, and clustered together may represent a trend of interpersonal conflict.
One of these referral categories was noted in over half the referrals of the girls to
treatment. Physical fights and poor academic performance were the two least
frequent referral reasons for both boys and girls, though girls had these problems at
higher rates than boys. These data are presented in Graph 2.
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The referral reason of “physical fights” for girls was a greater percentage of
the girls group (n = 6 of 20/30%) than the boys (n = 8 of 43/19%) (p = .31). While
most of these referral differences did not reach statistical significance, the fact that
there were such a high number of girls with overt fighting behavior, usually
considered atypical among girls, could indicate that this group of girls are in the
more extreme end of conduct disturbance. Implications of this will be discussed in
the following section. Percentages and numbers of types of referrals for girls and
boys are presented in Table 4 and Graph 2.

Graph 2: Comparison of Referral Reasons for Boys and Girls

Reasons for Referral to Treatment; Multiple Reasons
Possible for each Case

Differences between girl and boy groups are not statistically significant.

Risk factors and symptoms were correlated with referral reasons for the
whole group using cross-tabulations and chi-square tests. Two correlations were
statistically significant at the .05 level. Children with a parent in jail were more
likely to be referred to treatment for conflict with parents (p = .03) than children
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whose parents weren’t in jail. Children from families with substance abuse problems
were more likely to be referred for multiple reason (for conflicts with peers and
academic problems) (p = .01).

Families with substance abuse problems were also

more likely to have a child referred for conflict with parents (p = .07).

Youth who

did not have substance abuse issues in their families were more likely to be referred
for conflict with their peers (p = .08).
Treatment Approaches
Treatment approaches varied among four styles and many therapists used a
combination of approaches. The approach used most frequently was a
relational/mentoring approach to treatment (n = 44). This was usually combined
with one of the other three approaches; behavioral (n = 20), family therapy (n = 16),
or systems advocacy (n = 12).

For the combined group (boys and girls) when family

based treatment was used, full goal achievement was significantly more likely to
occur (p = .02).

Table 5: Treatment Approach (Multiple Approaches Possible per Child)
Treatment Approach

Girls (N = 20)
N
%
65
13
9
45
5
25
4
20

Relational/mentoring
Cognitive/behavioral
Family Therapy
Svstems advocacv
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Boys (N = 43)
N
%
72
31
26
11
11
26
19
8

Treatment Goal Achievement and Gender
Treatment goal achievement in therapy was evaluated at three levels; full
achievement of goals, partial achievement, and no progress toward goal achievement.
Both boys and girls groups fully achieved goals 20% of the time. Most of the rest of
the boys and all the rest of the girls achieved goals at a partial level. The boys’ cases
were the only files to reveal no progress towards goal achievement in 12% of the
cases (n = 6). None of the girls were considered to have made no progress toward
goal achievement. Only half of the girls were referred for further treatment following
therapy, while 70% of the boys group was referred for further treatment. This was
true despite the fact that 65% (n = 13) of the girls only achieved partial success in
achieving their therapeutic goals.

Table 6: Goal Achievement by Gender-based Groupings
Treatment Outcome
Full Goal Achievement
Partial Goal Achievement
No Goal Achievement
Referred for further treatment

Girls (N=20)
N %
7 35
13 65
0
0
10 50

Boys (N=43)
N %
15 35
22 51
6 14
30 70

Most of the students were partially (n = 35) or completely (n = 22) successful
in achieving treatment goals.

Considering the dominance of a relational treatment

approach, it is possible to conclude that this approach can be successful, especially
when combined with other approaches, for this population.

It may also be that the

therapists just worked in the ways they were trained. There was no specific
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treatment theory or approach required of the clinicians in this study beyond their
licensed status.
Treatment Goal Achievement and Treatment Approach
Treatment outcomes were compared to environmental risk factors. The
category of “no progress” in goal achievement (n = 5) was combined with the
category of “some progress” and this combined category was compared to the
treatment outcome of full goal achievement. These two treatment outcomes (total
goal achievement and some/no goal achievement) were compared with risk factors,
referral reasons, and treatment approaches, using chi-square tests.

There were a few

results that approached statistical significance at the .05 level, and one that was
significant at that level.
Children with no history of out of home placements were more likely to fully
achieve treatment goals (p = .08) and children referred for less than three referral
reasons were more likely to fully achieve treatment goals (p = .07).

Table 7: Treatment Approaches and Goal Achievement for Boys and Girls
Combined Group (N = 63)
Treatment Approach

N of Full Goal
Achievement
8
17
5
4
9

Family Systems
Relational/Mentoring
Cognitive/Behavioral
Systems Advocacy
Combination of two or more
approaches
* Result are considered statistically significant at .05 level
**/?<.! reported to indicate trend
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N of None/Partial
Goal Achievement
5*(p=.02)
29
15
8
8 **(p = .07)

Findings regarding treatment approach and goal achievement were that
family treatment (p = .02) and combined treatments (p = .07) resulted in a higher
likelihood of total goal achievement.
Pre and Post Treatment Levels of Impairment and Gender
Five areas of impairment (mood/impulse, self-care, peer relations, school
performance, family relations) were rated on a five level scale (1 = no impairment,
2 = mild, 3 = moderate, 4 = marked, 5 = extreme) for each child at the beginning
and end of treatment. By adding the numbers associated with each area (1-5) we
have a combined level of impairment (LOI) for each child in the range of 0-25.
Using T-tests to compare the LOI for boys and girls we see the following.
There are no significant differences at the start of treatment between boys’
and girls’ LOI except for the area of mood/impulse control. In this area, the girls’
functioning is significantly higher (p= .03) than the boys group (Mean LOI = 3.4
compared to 3.9).

This range is in the moderate to marked impairment level. This

mood/impulse control difference remains the strongest difference between the boys’
and girls’ LOI at the end of treatment also (p = .10). The end of treatment LOI
means improved for both groups to 2.83 for girls (mild to moderate level) and 3.26
for boys (moderate to marked level).
Paired sample T-tests were used to consider the change in the levels of
impairment during the course of treatment for the whole group, and for the girl and
boy subgroups, using the LOI scores. The improvements were statistically
significant for the whole group in all five areas of functioning (p = .00 -.03). The
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same significant improvements were found for the girls in all five areas

(P = -00 -.05). The boys’ improvements were significant in all areas (p = .00 - .00)
except self-care (p = .26) which stayed at the mild level of impairment. Since there

Table 8: T-test for Equality of Means with Equal Variances Assumed of Levels of
Impairment (LOI) for Boys and Girls (1 = no impairment, 2 = mild, 3 = moderate,
4 = marked, 5 = extreme impairment)
Start of Treatment
Area of
Impairment
Family relations
School/academics
Friends/peer relations
Self care/hygiene/health
Affective functioning/
mood/impulse control

Girls
N Mean
18
18
18
18
18

Boys
N Mean

3.56
3.94
3.61
2.28
3.44

43
43
43
43
43

3.42
4.00
3.67
3.44
3.91

Chi-Square
t
df
.572
-.283
-.342
1.067
-2.168

59
59
59
59
59

P
.569
.779
.734
.290
.034

End of Treatment
Area of
Impairment
Family relations
SchooFacademics
Friends/peer relations
Self care/hygiene/health
Affective functioning/
mood/impulse control

Girls
N Mean
18
18
18
18
18

Boys
N Mean
43
43
43
43
43

2.89
3.06
2.83
1.89
2.83

3.05
3.26
2.88
1.91
3.26

Chi-Square
df
t
-.540
-.725
-.206
-.091
-1.657

59
59
59
59
59

P
-.16
.471
.838
.928
.103

is improvement in all other areas, it is possible that there is some cultural or gender
based influence related to what is perceived as “impulse/mood control” for boys

74

compared to girls. Further research into the assumptions therapists bring to their
perceptions of their clients would help clarify this finding.
Specific Treatment Elements and Gender
The average number of sessions spent in treatment (22) were equal in the
boys and girls groups. Similarly, the average number of months spent in treatment
was nearly the same, with the girls spending slightly more time in treatment than the
boys (an average of 6.3 months compared to 5.8 months). The average number of
teacher contacts was the same for the two groups (2.4 per treatment process) and
family contacts were also about the same for the two groups (3.3 contacts per
treatment process for boys, 3.9 contacts per treatment process for girls).

These

numbers reflect a possible element of sameness to the treatment approach used for
both boys and girls with ODD in elementary school.
The relatively low number of clinician contacts with teachers or parents is
also worth noting, as it differs from recommended practices found in the literature
(Brestan & Eyberg, 1998). The high level of treatment goal achievement, despite
relatively few sessions with the parents, points to the possibility of success with
these students even without a lot of family work. This is important in light of the
many disrupted parental relationships and single parents in the families of this
sample. While family involvement is still a useful and successful way to work when
%

possible, it is hopeful to see that other approaches can also benefit children, even
when parents are unable or unwilling to participate in treatment.
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Table 9: Specific Treatment Elements by Gender Group
Treatment Element

Girls tN = 20)

Range of number of treatment sessions
Mean of number of treatment sessions
Range of months in treatment
Mean of months in treatment
Range of number of teacher contacts/client
Mean number of teacher contacts/client
Range of number of family contacts/client
Mean number of family contacts/client

5-39
22
2-9
6.3
0-9
2.4
0-10
3.3

Bovs fN = 43)
7-48
22
2-9
5.8
0-9
2.4
0-10
3.9

In considering the race and gender elements of these cases a clear picture
emerges. Most of the students, boys and girls, referred to treatment were African
American (n = 48, 76%), and most of the therapists working with them were
Caucasian women. Because the number of cases were low for clients with male
therapists (n = 3) and for clients with therapists who were Latino (4 cases) or African
American (9 cases) statistical analysis of possible correlations between the race and
gender of the therapist and treatment outcomes was not possible.

The majority of

race and gender matches were African American boys being treated by Caucasian
women. Implications for this gender/race picture will be discussed in the conclusion.
General Impressions
Reviewing the student charts of the 63 youth diagnosed with Oppositional
Defiant Disorder in this study, a number of impressions emerge.
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In general, the

children in this study came from homes marked by a high incidence of some type of
violence.

Nearly every case reported physical or sexual abuse, or neglect, or

domestic violence. Children were commonly separated from one or both parents at
young ages for periods of time. Fourteen of the children were being raised by
grandparents or other extended family members. Twelve had experienced the death
of at least one grandparent or parent. Murder and suicide attempts were found in
many of these families. Often these violent behaviors were seen on multigenerational levels. Twelve parents were in jail, most of them fathers. Twentyseven families had someone coping with substance abuse problems, and fifteen
families had histories or active problems with domestic violence. Often these
problems and the management or treatment of them precipitated removal of the
children from their parents’ home.
In addition to the many behaviors related to violence among the adult
caretakers of these children, there were a number of challenging ideas presented to
these children. One child was told that her father was dead, then later told he was
alive and sent to live with him. One child was the product of a rape between her
parents. One child was hospitalized for the first three years of life, sustaining
several surgeries. This child was bom prematurely, and had no contact with his
parents after his birth. Four children were placed in foster homes after being left by
mothers fleeing spousal abuse. Many children had attended several schools by the
time they were in the fifth grade, due to family moves (27 cases) and out-of-home
placements (16 cases).

The ways these children were able to make sense of their

77

experiences and weave their life stories together often seemed to tax their emotional
sense of self and others.
The parental picture that arises from these cases is one where many parents
have violent behaviors, are dead, missing, addicted to drugs, or abusive in
psychological, sexual and physical ways. The parents and caretakers responsible for
these children work hard to raise them even as they cope with the stressors of
racism, poverty, unstable housing circumstances, and frequently changing family
constellations. Given the reality of the children’s and families’ losses, challenges
and resources, their survival and successes are impressive.
The children’s ability to function successfully in regular public school
settings is also seen in the context of the available family, community and school
supports. Siblings, parents, grandparents, teachers, and the children themselves rise
to the challenge, again and again in these cases, making the most of very difficult
circumstances, as described in the progress notes and reflected in the high level of
treatment goal achievement. The successes of these elementary school children
speak to their capacity and strength to adapt and improve their coping behaviors. In
developmental terms, the early interventions provided by school-based counseling
seem to pay off as reflected in the success of the children in this study.
The family and community context of these children diagnosed with
Oppositional Defiant Disorder describes great losses, traumas and challenges as well
as strengths and resources.

Under challenging circumstances nearly all of the

sample were able to use the school-based counselor as a resource. These youth were
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able to use the relationship with the therapist to improve their adaptive functioning
at school and at home. In line with the core concepts of development as described
by The Committee on Integrating the Science of Early Childhood Development
(Shonkoff & Phillips, 2000), school-based counseling in this study appears to be a
worthwhile intervention to support the development of children with disruptive
behavior disorders.
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CHAPTER V
DISCUSSION
Prevalence and Seriousness of Diagnosis
The sample of children diagnosed with Oppositional Behavior Disorder in
this study represents about 2% of the entire school population. This cannot be
considered to be a complete estimate of the children with this diagnosis, as there
was no control for children who might be receiving mental health services outside of
the school context.

This number of ODD diagnoses is less than the spectrum

reported by epidemiological studies (5% - 25%) (Loeber, 2000; Cohen, 1993).
However, epidemiological studies report no significant gender difference in the
incidence of this diagnosis among elementary school aged children. In the current
sample boys are diagnosed with ODD at twice the rate of girls. (N=20:43)
Offord (1996) found that parents and teachers identified ODD in children
with different characteristics. Parents were more likely to identify children who
were depressed or in frequent conflict with their peers or parents as having ODD
symptoms. Teachers were more likely to identify ODD symptoms in children who
were boys or from lower income families. This bias could account for the lower
number of girls referred for treatment for ODD in a school based setting. Most of
these children were initially identified and referred to counseling by school
personnel. The referral reasons were later broadened through interviews and
discussion with parents and teachers and other people involved with the child. (See
Table 4).
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A number of risk factors identified in the literature as correlated with ODD
symptoms were found to be present in this population. Family adversity (Williams,
1989), marital disharmony and stressful life events (Bird, 1989) and depression and
anxiety (Bird, 1993) were all found to be in evidence in most of the families of these
children.

Additionally, high levels of divorce, substance abuse, child abuse,

domestic violence and housing instability were noted as risk factors for many of the
children in this study (see Table 3).
The ODD diagnosis for boys or girls in this study put them at particular risk
because of their age of diagnosis. Boys diagnosed with oppositional problems
before adolescence and girls diagnosed during adolescence are considered a the
highest risk for negative outcomes and longstanding problems (Loeber, 1985, 1997;
Tremblay, 1988, 1996).

The adolescent girls are seen as having delayed onset

problems based on earlier experiences. The younger boys are also seen as
developing more entrenched behaviors when diagnosed with oppositional problems
in grade school. Both boys and girls, therefore, who have disruptive behavior
disorders during elementary school are important candidates for early identification
and support to interrupt and ameliorate their problem behaviors.
One behavior among the girls sampled in this study stands out as a possible
red flag of risk. The incidence of physical fighting among peers was actually higher
among the girls than the boys in this sample.

Six of the 20 girls were reported as

having problems with physical fights, while only 8 of the 43 boys were described as
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having this problem. Given the unusual nature of this behavior for girls, in the
context of normative gender development, it is possible to see these girls at higher
risk and as exhibiting more dramatic symptoms, than their male counterparts (Crick,
1995).

It is also possible that boys who fight are more frequently offered punitive,

disciplinary action, or accepted as normal, than they are offered a referral for mental
health support. A similar bias related to race was reported by Lewis (1979, 1982).
Monitoring the children who are suspended or disciplined in schools might be a
good way to discover children who could use mental health support for oppositional
behaviors.
Exploring how cultural values for gender behaviors intersect with fighting
behaviors would also be an interesting area for further research. Physical fighting
may not be out of the norm in some groups where defending yourself in this way is a
crucial survival tool.

The high incidence of child abuse and neglect experienced by

these children may also play a role in their physical fighting behaviors.
Developmental Theories
Current diagnostic categories (DSM IV criteria) propose that there are two
pathways to the development of disruptive behavior disorders; one which begins
early in childhood (pre-adolescence) and is generally considered more serious, and
one which appears in adolescence, and is often of short duration. (Loeber, 2000,
Moffitt, 1993) This theory is based on research conducted primarily with boys and
men. Girls are not typically diagnosed or treated for behavior disorders until
adolescence. Once diagnosed in adolescence, they do not fit the short-duration, less
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serious characteristics, as described in the late-onset pattern of boys, but exhibit
more serious, long-standing symptoms (Lewis, 1991). Given this theory, both the
boys and girls would be considered to be high risk with an ODD diagnosis in
elementary school; boys as early onset type, and girls as atypical for behavior
disorders at their age. Despite the fact that the girls in this study are diagnosed less
often than the boys by a ratio of approximately 1:2 (n = 20:43), the developmental
theories would indicate the importance of intervening in an effective way with the
boys, who would be considered to be potential candidates for the early-onset
pathway of behavior disorders, and with the girls, who would be considered to be at
risk for behaviors not usually seen in girls before adolescence.

Loeber (1998)

notes that among adult women, despite their lower prevalence rate of the antisocial
personality diagnoses, the women who are diagnosed tend to be more seriously
affected than men with the same diagnosis.
The general outcomes, for boys and girls, of untreated behavior disorders
vary by gender for adults. Men who develop antisocial personality disorders, after
childhood disruptive behavior disorders, often exhibit violent and criminal
behaviors. (Loeber, 2000; Lewis, 1982). Women with the same adult diagnosis and
childhood precursors are more likely to exhibit depression, somatization, and a
vulnerability to abusive relationships. (Lewis, 1982; Zoccolillo, 1993). In both
cases, the outcomes are dire and destructive for the individuals and for society.
Intervening with children to alter the development of these problem behaviors is the
goal of school-based treatment of oppositional behaviors.
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The question of whether the lower number of girls referred to treatment in
this study might be influenced by the referral source is raised by Tremblay’s work
(1988). This study showed that in order to predict adolescent delinquency in
elementary school aged girls it was necessary to combine peer and teacher reports.
Neither teacher nor peer impressions alone were adequate.

It may be that there is

something about school aged girls’ oppositional behavior that is more covert than
boys, and thus, the referrals for counseling are fewer when made by teachers.
Certainly, the high incidence of physical fighting among this sample of girls would
indicate that this sample was referred for more overt problem behaviors.
Keenan and Shaw (1997) offer another way of understanding the low
prevalence of ODD diagnoses for girls in elementary school years. They studied
preschool children and noted that the lessening of oppositional behaviors occurred
as they entered elementary school. This change was seen as due to internalizing
behaviors secondary to gender-role socialization pressures. The elementary school
aged girls in the current study who are referred to counseling for oppositional
behavior have not managed to internalize their aggression, as most girls seem to, and
are thus referred for a behavior disorder. This idea could give rise to a discussion of
gender stereotypes and how they are slanted against seeing females as healthy.
However, keeping in mind the risk factors and high stress context of these girls
lives, it is also possible to see them as expressing their distress with behavior that is
beyond the norms for either gender.
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Hinshaw (1993) sees the latency or elementary school aged years as key to
early intervention to prevent development of behavior disorders. Loeber (1990) has
also noted the stability of antisocial behaviors over time, and has delineated
important early intervention periods, including elementary school years, for
effectively working with these problems. The high level of treatment goal
achievement in this study may reflect the timeliness of the interventions offered, and
have implications for the importance of this work in elementary schools.
Kazdin (1995) notes that low-income, high family stress, and severe
symptoms are all highly correlated with drop-out rates for children in mental health
treatment. In his study he notes that 40-60% of the families that began treatment
dropped out. In the current study only three children ended treatment prematurely in
the opinion of the clinicians. By providing mental health treatment on site at
schools, the drop-out rate of children at risk to develop behavior disorders may be
positively altered.
The delayed pathway theory of behavior problems (Silverthom & Frick,
1999) describes a path for girls who develop Conduct Disorder in adolescence
without any apparent prior problems. The few girls identified in this study as having
ODD symptoms may be at risk to develop CD in adolescence. If this were true for
only some of the girls in this study, the importance of identifying and working with
them at this early stage could be critical in preventing the serious outcomes of late
onset CD, as described by Silverthom and Frick, (ibid.)
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While epidemiological studies describe a high incidence of children with
ODD problems in the general population of elementary school aged children, clinic
based research describes boys and girls who are referred for behavior problems in
smaller numbers. Boys outnumber girls in the current sample by the ratio of
approximately 2:1 (n = 43:20). This is a similar ratio as is found in other clinical
samples (Loeber, 2000). Considering the large percentage of children referred for
counseling due to behavior disorders (45% in this study) and the serious prognoses
of these behaviors when untreated, it is important that effective work with this
population be given a high priority. Accurate and inclusive referral and diagnosis of
these problems among elementary school children is essential for improving our
communities’ long-term health and well-being.
Gender and Disruptive Behaviors
Zahn-Waxler (1993) proposes that girls and boys should both be more
effectively identified for ODD treatment in elementary school, and believes that the
problem of under-diagnosing may lie in the diagnostic criteria.

She does not see the

need for specialized, gender-specific criteria for this diagnosis and argues that to
create this type of criteria would bias the diagnosis in a way that is not helpful. She
cites higher levels of aggression in males of many species, and the higher incidence
of the depression diagnosis among adult women compared to men, as other
circumstances where a gender skew in behaviors is considered legitimate. The
current study finds no major differences between the symptoms of boys and girls
diagnosed with ODD, using the current diagnostic criteria for ODD to identify youth
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with problems. However, extending mental health resources into disciplinary
settings could result in more counseling referrals for children with behavioral
problems. Also, educating teachers and parents to be aware of covert social
aggression among girls (Crick, 1995) might also increase mental health referrals of
girls with undiagnosed ODD symptoms.
Roff (1984) found that boys who developed delinquent adolescent behaviors
often exhibited aggressive behaviors in elementary school. Girls in his study who
developed adolescent delinquent behaviors had severe family disturbances during
their elementary school years as the most reliable predictor of their adolescent
problems. In the current study, boys and girls had high rates of severe family
disturbance. Because the ODD criteria emphasize interpersonal conflict in the form
of aggression, some girls who have high levels of family disturbance in elementary
school, but are more covert in their reactions to this stressor, may not be identified
as candidates for preventive treatment of disruptive behavior disorders later.
Exploring ways to identify and treat covertly aggressive girls in elementary school
would be an excellent extension of research in this area.
African American Youth and Disruptive Behavior Disorders
Most standardized evaluation tools for assessing behavior disorders have
been based on male, Caucasian populations. (McNeil, 2002; Casimir & Morrison,
1993; Brestan & Eyeberg, 1998). Given the possible cultural differences in
parenting and expectations of behavior among ethnically diverse populations, it is
important to incorporate cultural perspectives in discussing the disruptive behavior
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disorders as diagnosed and treated among African American youth. Risk factors
correlated with higher incidence of behavior disorders are present in African
American communities to greater degrees than in the Caucasian community. These
risk factors include low socio-economic status, single parent headed families, and
high levels of family stress. (McNeil, 2002, U.S. Bureau of the Census, 1994). At
the same time there are protective factors in the African American communities
including active extended family support systems and community support systems.
(McLoyd, 1990). When Patterson (1990) studied the variables of income level,
gender, ethnicity and family composition as they relate to children’s competence,
she found that all the variables were predictive of conduct problems (low-income,
boys, single parent families and African American families having the highest
incidence of children with conduct difficulties). However, when considering the
variable interactions, income level and gender were the most reliably predictive for
conduct problems. The family constellation of single-parent headed households was
predictive of problems for children in Caucasian families, but not for children in
African American families.

In the current study, most of the children are African

American, most are boys, and all are low income. The possibility that African
American girls with the same life stressors as boys are not being referred or
diagnosed for mental health problems at the same rate as boys is a possibility in this
study, due to referral bias related to gender.
McLoyd, et al. (1991) found that single mothers living in poverty hit and
scolded their children with greater frequency than mothers with more economic
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resources. The high levels of physical abuse reported in this study could be seen to
support this research, since most of the families were single-parent headed
households with low incomes.
Hurd (1995) has described specific values of some African American
families as taught to children who will grow up facing institutional and interpersonal
race bias. High values are placed on children’s self-reliance, conflict resolution
skills and problem solving skills. As the African American children in this study are
diagnosed as oppositional, it is important to consider whether their behavior is
misperceived independence and assertiveness. Talking back to an unfair or biased
authority may be a valuable survival skill. However, the skill of conflict resolution
(cited above) is not usually being exhibited by these children. Culturally aware,
supportive counseling for African American children focused on helping them to
increase conflict resolution skills could be seen as a helpful, culturally consistent
approach. In the current study, many of the children achieve high levels of treatment
goal success, including goals related to more successful conflict resolution.
Treatment goals are reviewed and supported by the caretakers of these children and
could be seen to be honoring of the values described by Hurd.
Incidents of over and under diagnosis of African American children with
behavior disorders are cited in the literature (Lewis, 1982; Proctor, 1992).

In the

current study, the incidence of this diagnosis is lower than most epidemiological
studies would predict, especially for girls. Since there are few studies of girls with
behavior disorders in the general population it is not possible to compare the
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incidence of African American girls with Caucasian girls with this diagnosis.
However, future studies may consider the ways that ethnicity and culture combine in
the population of girls of various ethnicities diagnosed with behavior disorders.
Finally, this study is based on a sample of predominantly male and African
American children being treated by a group of counselors who are predominantly
female and Caucasian. While African American skin tone has been studied for its
affect on the clinical perception of Caucasian and African American therapists
(Atkinson, 1996), further study of the influence on treatment success of the
ethnic/racial matching of therapist and client would be helpful for understanding the
many dynamics of these relationships. In the current study, the mostly Caucasian
and female group of counselors were able to assist children to achieve treatment
goals in the majority of the cases with African American boys and girls. There were
no significant differences in treatment outcome between the genders in this study.
Effective Treatment Approaches
The children in this study were treated with individual weekly counseling
sessions and periodic counselor contact with primary caretakers. There were no
statistically significant differences in length of treatment or success of goal
achievement based on types of treatment. The most commonly used approach was a
relational/mentoring form of counseling wherein the supportive relationship with the
counselor was the foundation of goal achievement and behavior change in the child.
This approach was often combined with a family therapy approach and/or with a
systems advocacy or case management approach. Kann and Hanna (2000)
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recommend such combined efforts in treating behavior disorders, especially in girls.
This combined type of approach seems to have produced good results in this study.
Offering a variety of types of interventions has been recommended for this disorder
due to the multi-faceted elements that contribute to the context and history of
oppositional behavior in children. (Hanna, Hanna & Keys, 1999).
Brestan & Eyberg (1998) found parent education approaches to be effective
with young (under 8), Caucasian boys diagnosed with ODD. The current sample
was difficult to engage, in general, for periodic parent contact, due to the many
demands on these parents’ time. Some of the parents were wary of schools and
mental health professionals because of earlier negative experiences with these
resources. With limited parent contact, teaching new behavioral skills and conflict
management abilities to the children themselves seems to have been a successful
treatment approach, in many cases. Counselors who employed a family systems
approach to their treatment were also more likely to fully achieve their treatment
goals compared to other treatment approaches (p = .02, see Table 7).
Offord & Bennett (1994) studied long-term outcomes for conduct disorder
treatments and found little convincing research or evidence for treatment
effectiveness. The problem of confounding variables over time makes long-term
research very difficult. Given the challenging social and familial contexts of most of
the children in this study, it is easy to worry about long term outcomes. Emmy
Werner’s research on resiliency (1994) offers hope, however, that a key, stable
relationship can make a difference for some resilient children.
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The Committee on

Integrating the Science of Early Childhood Development (Shonkoff & Phillips,
2000) offers another way to understand how this type of intervention could help
children achieve their optimal abilities. By providing a positive, supportive
relationship as a protective factor as young children develop, early problem
behaviors seem to be open to change and improvement.
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CHAPTER VI
CONCLUSIONS
Sixty-three boys and girls diagnosed with Oppositional Defiant Disorder
were studied for differences in treatment success, risk factors, referral sources and
treatment process. The hypothesis that there would be significant differences in
these areas for boys compared to girls was supported in some areas. As
hypothesized, girls in this study, diagnosed with ODD in elementary school, had
higher indicators of child abuse (p = .02) and conflict with parents (p = .05) than the
boys in this study. Boys had a higher incidence of out of home placement history
{p = .05) and recent family housing moves {p = .04). Boys also had lower levels of

functioning in the area of mood/impulse control than girls at the start and end of
treatment {p = .03 - .10).
The relational approach to counseling appeared to be most successful
overall. It was, however, the approach used most often, and a controlled study
comparing approaches would add to our understanding of treatment efficacy.
There were no major differences in successful treatment outcome as correlated with
treatment approach, though clinicians who used a family approach were able to fully
achieve treatment goals most often. The study was not set up to compare outcomes
based on treatment approach, as the clinicians were free to choose their approach. It
is interesting to note, however, that the choice of relational/mentoring with these
children allows the possibility of the therapist to serve as a protective relationship to
enhance children’s development, as described by Shonkoff & Phillips (2000).
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Implications for these findings may include the need to work differently with
girls and boys exhibiting oppositional behaviors in the elementary school years. If
girls with these behaviors have higher incidences of family conflicts and violence at
home, compared to boys, the recommendation for family treatment and evaluation is
emphasized.
Additionally, some of the non-significant results may be considered to
represent trends worth noting, such as the high incidence of physical fighting in the
girls group (30%) and the high incidence of domestic violence (40%) in the families
of the girls of this study.
In general, boys were referred and treated more often than girls by a ratio of
approximately 2:1 (N= 43:20). Most treatment processes lasted about six months
and most achieved some or all of the treatment goals. At the same time over half of
the sample was referred for further treatment (forty of the sixty-three students).
High incidences of family violence and disruption were reported as risk factors in
most of these children’s lives.
In the realm of best treatment practices, combined approaches, especially
with some family involvement, seemed to be the most effective treatment. This
finding reflects the literature that sites the complexity of working with these children
and their families. This population is described in the literature and seen in this
study to often be coping with multiple stressors (Kann, et al., 2000). The
importance of working at some level with family members also seems to be a
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successful practice in this sample, as has been suggested in other research on
successful treatment of this disorder (Brestan, et al. 1998).
Considering that behavior disorder problems are the most common referral
reason for children seeking mental health services (Frick, 1998, Kazdin, 1995) and
given the serious outcomes of untreated behavior disorders as manifested in adult
antisocial personality disorder, it is important to continue to study and understand
the elements of effective and successful treatment of behavior disorders in children.
Further research could consider possible differences in the developmental pathways
for girls and boys diagnosed with behavioral disorders, especially during the
elementary school years.

Research designs that include family observation and

interviews would be useful in validating and furthering these findings. Using more
standardized measures for reliability and validity of findings and working with
children and families in longitudinal designs would also add a great deal to verify
and broaden the implications of these findings. Further focus on the role of
neighborhood and community context for these children would also help clarify the
many factors at play in their lives and behaviors.
Further research would also be welcome in exploring the elements of race,
culture and socioeconomic status as they influence the presentation of disruptive
behavior disorders and as they inform treatment. Further study of practical,
culturally relevant, successful treatment approaches for improving and preventing
these behaviors would be very helpful.
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As the Committee on Integrating the Science of Early Childhood
Development (Shonkoff & Phillips, 2000) reminds us, providing a positive
relationship for young children in the context of enhancing the protective resources
in their lives, can enable them to take greater advantage of their full developmental
potential as they grow, despite challenging risk factors. Furthering the study of how
school-based counselors are able to provide such a protective factor, with
standardized, reliable assessment tools, would strengthen and further the
conclusions of this study.

APPENDIX A
CONSENT FORM

CHILDREN'S
SERVICES

Consumer Rights Information

This is to inform you of your rights as a consumer or as an applicant for service provided by<_
^Association. Your rights include, but are not necessarily limited to, those stated here.
Consumers who are under 18 should know that in (HBHBMBi parents, guardians or legal
representatives of minors, i.e., persons under the age of 18, exercise the confidentiality rights of the minors
they are responsible for under the law. For example, a parent may request a copy of their minor son or
daughter's record without permission from their son or daughter.
I. General Provisions
Children's Service Association
a private, non profit accredited child welfare agency
dedicated to the provision of accessible services.
covered by city, state and federal laws which
guarantees equal treatment of all who seek access to its services. No discrimination will be tolerated on the
basis of race, creed, sexual orientation, political affiliation, color, sex, national origin, age or handicap. (flB
and its employees will not intimidate, threaten, coerce or discriminate against any individuals for the
purpose of interfering with any rights or privileges secures byflBfc or Federal Law.
As a consumer/applicant for services you have the right to expect:
^B^taff will treat you with consideration and respect, and will respond to reasonable requests
promptly and adequately.
^Bjteervices will be provided to you as promptly as possible, following applicable regulations and
policies of the agency.
Fees may be charged on a sliding fee scale basis for eligible consumer or some services.
You will be afforded opportunities to be an active participant in the planning and use of services
which will affect you and to give informed consent to those services. Usually your consent is given by
signing a treatment or service plan. You have a right to a copy of that plan.
We will explain the relationship offlBi to any other facility or institution that is involved in your
services or treatment.
You have the right to discuss your clinician or social worker's decision with his/her supervisor and
appropriate^^ Program Director.
NoBfll employee or provider shall mistreat or permit the mistreatment of any consumer.
No BB employee or provider will restrict or open your mail unless the mail is suspected of
containing injurious or illegal materials or substances.

AN EQUAL OmDUTUNirr/
A/flANATfVI ACTON IWOTIA
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No 1

employee or provider shall use excessive force on a consumer

employee or provider shall withhold or deny services to a consumer lor punitive or
retaliatory reasons

Nofl® employee or provider will force you to participate in a public performance, require or
encourage you to make a public statement which expresses gratitude to the agency or use identifiable
photographs or videotapes for public relations purposes without your written consent.
Your Right to Grievance and Appeals
If you feel that you have not received equitable and fair treatment, you or your representative
may file a request for a grievance.
You have the right to receive a copy of the BCS procedures for handling your appeal or
grievance.
Your Rights Regarding Reports of Probable Child Abuse or Neglect (51A1
Most flU employees are mandated by law to file a G.L. c 119 § 51-A report with the
Department of Social Services (DSS) when they have reasonable cause to believe that a child may be
at risk of abuse or neglect.
DSS will conduct their own investigation of that report within 24 hours of receiving an
emergency report or within 10 days of receiving a non emergency report. The Department will notify
you of its findings.
However, if you wish to see a copy of the written findings concerning a report of child abuse or
neglect, you must obtain written approval from a Regional Director of DSS or the Commissioner of the
Department of Social Services.
II. CONFIDENTIALITY
We consider all records about and information from our consumers to be private and confidential and
not to be disclosed.
As a consumer of flflp Children's Services you will be receiving services from and working with a
social worker, psychotherapist, or a person under the supervision of a social worker or psychotherapist.
The information you communicate to a social worker or therapist is confidential and privileged
information. You have a right to privacy during treatment within the capacity of flflt
We keep notes, forms, service or treatment plans, correspondence and other papers in your file or case
record. This record may also include audio or video tape recordings. If your worker or therapist would
like to make a’ recording of you it wi]| not be done secretly. We will ask you about it in advance and
ask for your permission to tape. We will not make audio or video tapes without your permission. All
files, tape recordings and computerized information about our consumers are subject to the
confidentiality requirements and exceptions described in this paper.
A. EXCEPTIONS
Under the law there are some exceptions to the rule that we will not disclose confidential information.
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Exceptions are

1. With your permission - Releases
If you give wrrtten permission, we can give confidential information about you to anyone you
would like us to Similarly, if you give your written permission, we may ask to receive
confidential information about you from others.

Before we give or receive information about you. we will talk to you add ask you to sign a
release. A release is a form that you sign to give us permission to release confidential
information to someone else you name in the form. You have a right to know why we want to
sign a release. You do not have to sign release if you do not want to. If you decide not to sign
we will respect your decision.
A person under the age of 18 cannot consent to the release of information contained in his or
her record without the consent of his or her parent or legal representative.
2. To Protect rights and safety
Under certain circumstances the law imposes a duty on some professionals, including social
workers and therapists, to protect other people, even if it means sharing confidential
information. For example, we might have to disclose confidential communications if we had
reasonable cause to believe:
•

that a child or disabled adult has suffered serious injury or has died as a result
of abuse or neglect, or

•

that there is a threat of imminently dangerous activity and that you or others
may be harmed.

3. Court cases, testimony in court, court orders, subpoenas, summonses
Sometimes we must disclose confidential information in court or rf we are ordered to by a court.
For example, we might have to disclose confidential information:
•

If Boston Children's Services is a party to or involved in a child custody or chiid
protective case involving your family,

•

if we receive a subpoena or summons to go to court and a judge orders us to
disclose confidential information,
i*

•

if we are doing an assessment or an evaluation that a court has ordered and
we have to give the information to the court, or

•

rf a guardian ad /item or court-appointed investigator is doing a court-ordered
assessment and is authorized to have access to your case record.

•

if we are providing services to you under a DSS contract and you are involved
in a court case, then we will allow your attorney to access your social service
file. The attorney's request must be in writing. If you do not know whether we
are being paid by DSS for services to you or your family, please feel free to
ask.
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II we receive a subpoena or court order for your lile. we will attempt to notify you before
releasing the records so that you can lake legal action to object to the order if you want to
4. Payment for services

%

Sometimes an insurance company, a state agency or other person or organization responsible
for paying for your services needs information in order to pay your bill. We will only disclose
information such as the fact that you are receiving services, the type of service, dates of
treatment, diagnosis, the amount due and other information that is relevant to the payment for
your services. Similarly, if we need to collect our fees, we may have to disclose that type of
information.
5. Reviews and audits by licensers, accreditors, regulatory and contracting agencies
Outside professionals sometimes review our work to insure that we are doing appropriate and
effective work and that we are in compliance with regulatory and contract requirements. When
our consumers' files are reviewed for licensing, accreditation, quality control, utilization reviews,
contract or insurance audits and similar purposes, we delete our consumers' identifying
information. If that is not possible, then the person reviewing your record must agree to keep rt
confidential. We make a record of their access in your file. This would include monitoring
agencies such as the Ryan White Care Act Programs at the Department of Health and
Hospitals and the Department of Public Health.
6. Lawsuits and other claims
If you bring a lawsuit or complaint against your social worker, therapist or this agency, it might
be necessary to disclose confidential information to defend the lawsuit.
7. Adoption records
We may reveal only limited information in adoption records to adopted persons, biological
parents and adoptive parents. This includes non-identifying information, such as medical,
ethnic, socio-economic and educational information. We cannot release names, addresses and
other identifying information unless a court orders us to release the information or we have the
specific permissions the law requires.
t

8. Research
The records of our consumers may sometimes be reviewed for research purposes. We delete
consumer names and identifying information.
9. Investigations of the Department of Public Welfare
This applies only if

is providing services to you under contract with OSS.

If the Department of Public Welfare (Transitional Assistance) is investigating whether you have
made a fraudulent claim for payment or services they have the right to information regar ing
their investigation.

B. RIGHT OF ACCESS TO YOUR RECORD
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You have a right to see you, raced, to rogues, a copy ot your record and lo'inser, your own statement
into your record if you wish.
When we receK/e^
business hours. We a e requiredI to delete con^

aS people oTheMthanyoursT'
in(ormation from the agency's

attorney' The^fore we Cim at least L „eeks nat^e before you see your file. If you need access
in an emergency, please let us know.
There ts a special law that

^

SSr*: »

Souihrlhases we neeS to Have on tite he,ore reteasing

adoption records.
,
hiu'c rflrord and we believe that disclosure will be contrary to a minor's interests,
If you request your child s record ana
nnressarv we will ask a court to appoint a
ineutral pe^n ithe limKed pUrp°SS °f deCidi"9
should release the information.
H

^

Children's Services and our attorney may see your file and talk to your
-trot.
supervision.

We keep a record ol people from outsWe^fc Children's Sendees who access your record.

„ you .aye questions about your conffd.nffaiity rights, please ask your worker or therapist.
We will give you a 'Consumer Acknowledgement' form with this statement.
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Consumer Acknowledgement
I acknowledge that I have received a copy of

Children's Services “Consumer Rights Information".

Date

Consumer's Signature

Parents Signature
(if consumer is a minor)
If you are signing as a parent or guanfian of a child or children, please give your child or children's name(s)

For Internal use only if the above is not completed.
A copy of the MB "Statement of Consumer Confidentiality Rights" was mailed/given to
_

on_.

staff person

Adopted by Board of Directors
11/19/91
hs rev. 5/16/96
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APPENDIX B
DIAGNOSTIC FORM

Services Center For Therapy
DIAGNOSTIC EVALUATION
CONSUMER NAME:

DOB:
AGE:

CONSUMER #:_
CONSUMER SEEN IN: □

clinic

SEX:

MEDICAID I.D. #:

□ school(_

J □ HOME □ OTHER (jptci/y)

A. Reason Consumer Seeking Mental Health Services (Brief description of consumer, who made referral and a br
problem focused statement)

B. History of Current Problem (iComment on onset, duration and frequency. Identify factors/events that may b<
contributing to problem.)_______

Past Psychiatric Treatment (Include past treatment and outcomes, as well as past medication trials)'.

□ No Previous Trestm

Medical History (Include major/chronic illness, surgeries, allergies and medications):

□ No Previous Treatm

Psychosocial & Family History (Include relevant developmental history and significant life events. Note history of
physical\sexual abuse or domestic violence. Include history of mental illness/chemical dependency. Note current family
constellation/genogram.)

-

___

Drug & Alcohol History (Include previous treatment, current treatment, and outcomes. Also current use if
appropriate)’.
□ No Previous Trealrrv
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C. rii rrent Medical Mental Statin F.valuatlon (MSC)
'U-uj< check j/I ihai apply: all njponm iKould correlate "Ml DSM-IV diagnosis)

a

MM-GARANCE

□
□
□
□
□
□
□
□

\ rrrTuDE.

MOTOR ACTIVITY: a Calm
U-I-'ECT:
MOOD:
SPEECH.
THOUGHT PROCESS:

Well-groomed

□ Disheveled

Cooperative

□ Guarded

Hyperactive

□ Agitated

Appropriate

□ Labile

Flat

□ Worrisome

□ Bizarre
□ Suspicious

□ Inappropriate
□ Uncooperative

□ Tremors/Ties
□ Expansive

□ Constricted

□ Sad
□ Anxious

Normal

□ Depressed

Normal

□ Delayed

Excessive

□ Pressured

Intact

□ Circumstantial □ Tangential

□ Belligerent

□ Muscle Spasms □ Psychomotor Retardation
□, Blunted

□ Apathetic
□ Euphoric

□ Soft
□ Incoherent

□ Loud

□ Slurred

□ Persevcrating
□ Flight ofldeas

□ Loose Associations

THOUGHT CONTENT (Risk Assessment)
Hallucinations

□ Not Present

□ Present

□ Auditory

1

Delusions

□ Not Present

□ Present

□

j

Suicidal Ideation Present

□ Yes

□ No
□ No

Describe:

□ No

Describe:

□ Yes

□ No

Describe:

□ Yes

□ No

Suicidal Ideation Plan

□ Yes

Suicidal Intent

□ Yes

Previous Suicidal Behavior
Homicidal Ideation Present
Homicidal Ideation Plan
Homicidal Ideation Intent
SELF PERCEPTION:
ORIENTATION:
MEMORY:

□
□
□
□

‘

□ Yes

□ No

Describe:

□ .Yes

□ No

Describe:

No Impairment □ Depersonalization

Visual
□ Being Controlled

□ Disoriented

□ Always

□ Sometimes

□ Time

Place

□ Person

□ Situation
□ Immediate

□ Recent

□ Remote

Intact

Impairment:

□ Olfacto
□ Grandic

□ Derealization

Fully Oriented

□ Intact

□ Impaired

ABSTRACTION:

□ Intact

□ Somewhat Intact

JUDGEMENT:

□ Intact

□ Impaired

Describe-.

INSIGHT:

□ Intact

□ Impaired

Describe'.

i COGNITIVE FUNCTION:

Persecutory

Describe'.
□ Not Intact

MSE Comments

D. Formulation (Synthesize problems, stressors and pertinent symptoms that contribute to diagnosis):

i

i

| C. Diagnosis (DSM-FV) Complete all five axes
Code

Disorder

Axis IV {List relevant psychosocial/environmental problems)

Axis I:

_

_

_

Axis II:
Axis III:

__Axis V: Current_Highest In past year
__
Lowest In past year__

Clinician: _______

Date:
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1

Dafe copy sent/given to consumer

APPENDIX C
TREATMENT PLAN FORM
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onsumcr

1® Center for Therapy
Initial Treatment Plan
Functioning

(Please assess how current symptoms have affected the level of impairment in the following categories
ndicate anticipated impairment at discharge.)

and

Level of Impairment
Categories

none

mild

i

2

mod

marked

extreme

3

4

5

2

3

4

5

Anticipated Impairment at
dlicharje from ITP.
'a

Family Relationships
i

i SchooDJob Performance

Friendships/Peer Relationships/Comm Supports

i

2

3

4

5

Self Care (Physical Health/Hygiene/Financial)

i

2

3

4

5

j Affective Functioning (Mood/lmpulse Control)

i

2

3

4

5

PAT SCORES:

_
SA

_
DA

_

_

_

_

_

SD

LTH

SLF

CLF

STR

Use of Community Resources/Referrals to Other Providers

_
ISS

(i.e Boys/Girls Club.AA/ALANON, After School

Prog):

State Agency Involvement:
Clinician’s

Comments:

□ DSS

□ DMH

Review Team:

□ DMR

□ DOE

□ DOC

(comment on consumer’s motivation and involvement in the development of the treatment plan.

Identify significant issues that may impact therapy)

Date Reviewed:

□ DYS

Medical
Director:

Criteria for discharge from treatment:

1
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90 Day UR
180 Day UR

_270 Day UR
_360 Day UR

Utilization Review
_-450 Day UR
_540 Day UR

_630 Day UR
_720 Day UR

_810 Day UR
_Day Review

A._Level of Impairment (please circle)
Categories

none

mild

marked

mod

extreme

Anticipated
impairment at
discharge from ITP

Family Relationships

1

2

3

4

5

Schoot/Job Performance

1

2

3

4

5

Friendships/Peer Relations/Community Supports

1

2

3

4

5

Self Care (Physical Health/Hygiene/Financial)

1

2

3

4

5

Affective Functioning (Mood/Impulse Control)

1

2

3

4

5 ’

PAT SCORES:

_
SA

_ _
DA
SD

_
LTH

___
SLF
CLF
STR
ISS

B.

Mental Status Changes Since Last Review (If none, state)

C.

Diagnosis (DSM-IV) Please complete only if changes from last review

Axis I:
Axis IV:

Axis III:

Axis II:
Axis V: current

highest

lowest

if any changes, please explain:

Clinician Comments (This section must be completed.)
1.) Treatment Summary (please comment on treatment since last review ie, compliance, progress, dominant themes etc.)

2 ) Please indicate involvement with/referraIs to other providers/community resources (i.e-community center, mentor, tutors)

3 ) If Child/Adolescent: Is family therapy/consult occurring9 □ Yes □ No

Date Reviewed: _

MD:

Review Team:___
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If not, please explain

APPENDIX D
DISCHARGE FORM

DISCHARGE — or - TRANSFER SUMMARY FORM
Consumer Name:

DoB:

__Consumer #:

Therapist Name:

Today's Date:

1) Dates of Treatment From:

To:

, Total # of Visits:

2) TREATMENT SUMMARY (write a brief summary of treatment: please include presenting problems, treatment outcome
othe^s^e? ^ ° treatment' circumstances surrounding transfer/discharge and any recommendations. Complete outcome data

3) Vocatlonal/Educational/Legal Status:_

4) Medication (if no, check here ( ) If yes, please describe for what, who prescribed, effects, dosage at discharge and who will
follow if to be continued:

5) Follow-up plans & community-based referral(s):

6) If TRANSFER, from__ to:_eff. Date:_
(clinician name)

(new clinician name)

Therapist's Signature & Degree:___

FI 08

Over for TREATMENT OUTCOME DATA
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